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ABSTRACT 
Medical schools have been reviewing their curricula to prepare caring and 
competent health professionals in the midst of a knowledge and technology 
explosion. The implementation of problem-based learning curricula signalled 
attempts to make learning more significant, based on constructivist 
perspectives that emphasise social interaction for meaning making and 
understanding.  
 
Available literature suggests that learning in PBL should be assessed by 
authentic, contextual real-life tasks that support and encourage students’ 
learning. To this end, the Nelson R. Mandela School of Medicine 
implemented the progress examination (PE) to complement the aims of 
Curriculum 2001 (C2001). The potential formative function of the PE was 
specifically appealing in terms of allowing for the development of reflective, 
self-directed and deep learning. Early explorations revealed an apparent 
mismatch between the aims of C2001, the expectations of stakeholders and 
their experiences with the PE at the site and these resulted in a number of 
adaptations to the examination.  
 
Cognisant of the influence of assessment on students’ learning, this study 
sought to examine whether the educational principles governing the 
implementation of C2001 also informed the implementation and adaptations 
of the PE. Using a qualitative case study methodology, the study investigated 
stakeholders’ understandings of the PE and its goals and the lived 
experiences of its implementation as a suitable tool to assess students’ 
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cognitive learning. In addition, the study also investigated the possible factors 
that influenced the reform.  
 
Findings suggest that the PE was not suitable to assess students’ learning in 
C2001. Despite the perceptions of a strong educational need for curriculum 
reform and the apparent suitability of the PE, some members of staff lacked 
understanding, skill and confidence to apply and implement its aims. Staff 
failed to apply transformative practices of teaching and learning, while the 
principles of the PE and C2001 were not well diffused through the 
organisation. Members of staff expected the PE to differentiate between high 
and low performing students, while students came to regard the examination 
as just another hurdle in an already hostile learning environment. Factors 
such as the unstable and poor leadership, the restructuring of the health and 
education sectors, impacted on the implementation of the reform.  
 
Curriculum and assessment reform is challenging for students and lecturers, 
requiring the transforming institution to actively prepare and support 
stakeholders in a conducive educational climate. This case study highlights 
the need for comprehensive planning for effective and sustained curriculum 
reform. Collaborative strategies and educational systems should be sought 
and implemented to sustain conceptual and practical reform. 
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CHAPTER 1 
Introduction and overview 
 
No student will be writing the Progress Examination, Progress Test or 
any other name that this examination may be called by in the future. It 
will not happen for the current final year class and we… [Medical 
Student Representative Council]...will ensure that this examination 
does not become a hurdle for any student in the future.1 
 
1.1 INTRODUCTION 
Following international trends in medical education towards student-centred 
and self-directed learning (SDL) programmes, the Nelson R. Mandela School 
of Medicine (NRMSM) of the former University of Natal, now the University of 
KwaZulu-Natal (UKZN), introduced a problem-based learning (PBL) 
curriculum in January 2001. Curriculum 2001 (C2001), as it became known, 
brought about many changes in teaching and learning, the most significant 
being the replacement of discipline-based teaching with more holistic, 
integrated, interdisciplinary learning and the use of authentic, real-life patient 
problems to stimulate learning.  
 
PBL is an instructional method that incorporates principles of active learning, 
the acquisition of retrievable and usable knowledge and the development of 
deep learning (Barrows, 1986, 1988, 1994, 1996, 2000; Barrows & Kelson, 
2006). Self-direction, on the other hand, is defined, as a process in which 
individuals take initiative, without assistance, for diagnosing their learning 
needs. This may require students to generate their own learning objectives, 
                                                 
1  The President, Medical School Student representative Council, Student Curriculum 
Conference, August 2004 
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identify own resources and to be able to evaluate and assess their own 
learning (DesMarchais & Hivon, 1994). The ability to self-evaluate is 
regarded by some as an important component of self-direction (Miflin et al., 
2000; Tousignant & DesMarchais, 2002; Eva et al., 2004 ). Self-direction is 
especially an achievement for students from disadvantaged secondary 
schooling experiences that lacked elements of critical thinking, problem-
solving and self-direction as these students need more assistance from 
lecturers to identify and address their personal learning needs (van Wyk, 
McLean, & Peters-Futre, 2007). These concepts are more fully addressed in 
Chapter 4. 
 
Curriculum scholars believe the effectiveness of a curriculum to be greatly 
influenced by the content and method of assessment (Frederiksen, 1984; 
Newble & Jaeger, 1983; Schuwirth et al., 1996b). It is thus pointless to 
develop a curriculum that encourages deep learning approaches if the 
content and method of assessment drives students towards surface learning 
(Davis et al., 1995). Cognisant of the overriding influence of assessment on 
learning, the NRMSM made a decision to complement and enhance learning 
in C2001 with the introduction of an essentially formative Progress 
Examination (PE). This exam was designed to regularly assess the 
accumulation of students’ cognitive knowledge while skills and attitudes were 
assessed by means of the Objective Structured Clinical Examinations 
(OSCE); Objective Structured Practical Examinations (OSPE) and the 
facilitators’ assessments. 
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The PE at the NRMSM embodied the concept of progress testing (PT) 
implemented in the 1970s at the then University of Limburgh, in Maastricht in 
the Netherlands (Harris, 2002). The PT, a longitudinal testing approach 
(McHarg et al., 2005), supports desirable and deep learning in PBL students 
by ensuring that they learn for understanding rather than trying to recall 
unrelated facts. The version on which the PE at the NRMSM is based 
originated from the concept of progress testing (PT) implemented since the 
mid-seventies in the medical curriculum of the University of Limburgh, 
Maastricht, Netherlands (Harris, 2002). Details of this examination are more 
fully discussed in Chapter 2.  
 
In order to place the study and the modifications to the PE in a more 
appropriate context, it is necessary to describe the events and context 
leading up the January 2001 implementation of C2001. 
 
1.2 SETTING THE STAGE: The Need for Reform  
The section below describes the context and factors that informed the 
decision to change from a traditional teacher-centered curriculum to C2001, a 
learner-centred PBL curriculum. The description starts from the international 
context and progresses to include changes at national and local level in 
education in general and medical education in particular. 
 
1.2.1 International Reforms 
The 19th century saw a proliferation of medical schools, which produced 
large numbers of doctors with a poor public image (Edwards et al., 1999). 
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Reasons for this poor image included the fact that doctors seemed more 
interested in curing than preventing disease. By the late 1930s the medical 
profession was thus perceived as an elite profession that had resulted in 
increased health care costs, the exclusion of large proportions of the 
population from health care and an apparent lack of interest in caring for the 
elderly (Edwards et al., 1999; World Health Organisation, 1991). It was, thus, 
as head of the investigation of the Carnegie Foundation, that Abraham 
Flexner evaluated the standards and competences of American medical 
schools. He recommended in his report that a curriculum be designed for 
medical training where a period of exposure to basic sciences and liberal arts 
was followed by periods of dedicated clinical training, research and internship 
(Flexner, 1910). The resulting curriculum became commonly known as the 
traditional curriculum and it dominated the medical training from the mid-
1910s to the mid-1960s. By the 1960s, faced with the knowledge and 
technology explosion, it became widely believed by medical educators, the 
World Health Organisation (WHO) and the World Federation for Medical 
Educators (WFME) that traditional programmes failed to develop  skills, such 
as life-long learning and problem-solving, required for normal functioning as a 
competent health professionals (World Health Organisation, 1991).  
 
The teaching model commonly used for medical training received increased 
criticism for being opportunistic and teacher-centred. Critics argued that 
medical training focussed on information gathering and was hospital-based 
rather than resolution orientated and community-based (Peabody, 1999). The 
lack of a systematic training programme stemmed from the exposure of 
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trainees to patients and disease profiles that coincided with their period of 
apprenticeship in training hospitals. These factors, together with the 
information and technological explosion, raised concern among medical 
educators regarding the value of teaching isolated facts, which might not be 
relevant when students eventually entered into practice. In fact, it was 
believed that students should rather be taught skills to improve learning; 
technology and research to prepare them better for future health challenges 
(Edwards et al., 1999). A review of medical training was to follow and 
included more systematic, integrated, holistic and student-centred 
approaches to ensure a degree of standardisation in medical curricula 
(Harden & McGrew, 1984). Again accreditation bodies such as the 
Association of American Medical Colleges and the General Medical Council 
(GMC) (1993) led the campaign to improve professional standards, and 
large-scale curriculum reform (McGrew, 1985; Edwards et al., 1999).  
 
The first significant reforms from the traditional curriculum came in the 1960s 
with the implementation of PBL and systems-based curricula (Rothman, 
1992). These curricula, while recognising the rapid growth in knowledge and 
the changing character of medicine, adopted more progressive educational 
philosophies to guide and redefine the educational process. This was done to 
prepare graduates for a rapidly changing knowledge-based society. 
Improvements were also evident in the structure and organisation of PBL 
curricula such as the increased integration of basic and clinical science; early 
clinical exposure; increased attention to patients and consideration of their 
socio-economic context (Rothman, 1992). 
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1.2.2 Medical Education Reform in Africa 
Medical training in Africa had followed the traditional curriculum since the 
establishment of the first training facility in Cape Town in 1920 (De Villiers & 
De Villiers, 1999). Coinciding with global reform and to explore and debate 
the training of the 21st century African doctor, three conferences were hosted 
on the African continent in Abudja, Nigeria (1989); Yaoundé, Cameroon 
(1993) and Cape Town, South Africa (1995). These followed mainly from 
influences of international organisations such as the WHO and the WFME. 
The recommendations for training in Africa mirrored those that culminated in 
the Edinburgh Declaration (1993), which proposed a curriculum based on 
student-centered principles that also inculcate patient-oriented and 
community-based solutions to problems. In addition, the concept of an 
integrated, curriculum focussing on minimum and core competencies was 
further advanced at the 1995 Cape Town conference with a task team 
formed to implement the recommendations of the Cape Town Declaration.  
 
The reform principles, initiated by the British accrediting body, the General 
Medical Council (1993) were also endorsed by the Health Professions 
Council of South Africa (HPCSA, 1999). The HPCSA’s approval and 
recommendation of 5-year, medical curricula additionally came together with 
the 2005 implementation of the compulsory 2-year internship introduced for 
new medical graduates in South Africa (South African Ministry of Health, 
2004). Following the Cape Town conference, most of the eight South African 
medical schools embraced the challenge of curriculum reform. Almost all the 
schools keenly considered PBL or problem-focussed methodologies due to 
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the reported successes of PBL schools on the international front (Barrows, 
1985).  
 
1.2.3 South African Medical Educational Reform 
On the social front, the first democratic South African elections of 1994 
brought an end to an apartheid legacy of racial discrimination and 
marginalisation and paved the way for political and social transformation. It 
encompassed large-scale restructuring in education and health to ensure 
more equitable access to national resources for all South Africans (South 
African Department of Education, 2002, 2004; South African National 
Department of Education, 1997).  
 
Transformation in education resulted in various changes in the higher 
education (HE) arena. The first relates to the merger of some previously 
racially segregated institutions. The merger in 2003 of the School with the 
Faculty of Health Science (previously the University of Durban-Westville 
[UDW]) resulted in the formation of a College of Health Sciences. The 
second and more profound change nationally, relates to the implementation 
of the National Qualifications Framework (NQF), requiring all educational 
programmes to be presented in an outcomes-based format.  
 
The objectives of the NQF are to create an integrated national framework for 
learning achievements and to enhance access, mobility and quality within 
education and training (South African National Department of Education, 
1997). The outcomes-based structure has as its focus the transformation of 
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the country’s pedagogical and ideological legacy. It essentially restricts the 
offering of an educational qualification without the appropriate written 
approval from the Department of Education (DoE). The qualifications are 
mainly structured in modular format each requiring the completion of 
programme and module templates specifying the programme/module 
purpose; minimum entry requirements, content details and outcomes 
(knowledge, skills and attitudes) to be achieved as well as criteria specifying 
student competence and its assessment. The NQF allows articulation for 
studies gained via formal schooling systems and for informal/alternative 
routes such as home-based or workplace training and has changed the 
landscape in the South African Further and Higher Education (HE) and 
Training arena. 
 
The pace of transformation and restructuring of the HE sector has, however, 
not been accompanied by equivalent developments in the secondary 
schooling system. According to Kent & Gibbs (2004:121), ‘it will take 
generations for substandard schools to be brought up to speed,’ leaving 
tertiary institutions with the task of developing skills in the students who are 
not always adequately prepared upon admission. To address previous 
disadvantages and to meet the needs of South African communities, most 
medical schools, having previously admitted mainly White students, have 
since revised their entrance criteria (van Niekerk, 1999) to reflect the 
demographic representation of the province where the school is located. At 
the NRMSM, this decision led to the development of an alternate entry for 
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‘mature’ students who completed or partially completed tertiary qualifications 
and others in need of additional bridging in science subjects.  
  
The restructuring of the South African health system to a district health system as 
part of social transformation (South African Ministry of Health, 2004) has also 
impacted on the training of medical students. In this regard, Ncayiyana (1999:714) 
claims that despite the noble intentions of achieving an equitable health system for 
all,  
the redistribution has been too quick and too deep, throwing academic 
hospitals into chaos and resulting in random, drastic and often-crippling 
staff and service cuts. 
 
The resultant excessive service loads and resource shortages have led to losses 
of staff, which have negatively impacted on teaching and research at academic 
faculties (Ncayiyana, 1999; Kent & Gibbs, 2004). South African medical schools 
are not only dealing with their own home-grown issues of equity and 
transformation, but in addition have been called upon to support reconstruction 
and development in the rest of Africa (van Wyk et al., 2007). For the NRMSM, this 
has resulted in the admission of students from neighbouring African states, which 
has added to student diversity and has exponentially escalated student 
admissions to the MBChB course.  
 
The Medical School of the then University of Natal enrolled its first cohort of 
35 students in 1952. For more than two decades and until the establishment 
of the Medical University of South Africa (MEDUNSA) in 1976, it was the only 
 10  
site that served exclusively to train Black medical students (Noble, 1999). 
The School, located adjacent to King Edward VIII Hospital (KEH) in Durban, 
served as the main teaching and training facility for nearly five decades. The 
hospital’s dilapidated condition was often publicly discussed as it highlighted 
the gross Apartheid era inequalities that prevailed in state-funded Black 
health care when compared with that offered to other racial groups (Noble, 
1999).  
 
The development of the School was not without difficulty. Noble (1999) 
explains this reputation as stemming from the School’s opposition to the 
apartheid government’s philosophy to provide substandard facilities for 
medical training for Black students. Noble (1999) also cites the government’s 
dissatisfaction with the School’s association with the previously white–only 
University of Natal. Likewise, its location within a white residential area 
contributed to the ongoing conflict between students and staff at the school 
and the apartheid government. The School became renowned for its 
politically sensitised student body that publicly voiced their dissatisfaction and 
also demonstrated their discontent with government policies. The school 
became prominent for producing the country’s first Black medical graduates 
and academics, with many of its graduates occupying prominent positions at 
academic institutions (Naidoo, 1976) in the post-apartheid government.  
 
A recollection of one of the first female graduates relates to the use of the 
residential quarters and lecture venues at the disused army barracks in 
Wentworth (an apartheid Coloured township). She recalls how the apartheid 
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government tried to separate the students into racial groups after the 
establishment of the University of Durban-Westville that were to serve3 as 
institution for the educational needs of Indian students. That attempt, she 
recalls, to separate the students racially resulted in the School’s first major 
student unrest. The School’s substandard teaching and learning facilities 
resulted from the staff and students’ resistance to falling in line with the 
Apartheid Nationalist government’s philosophy. She also believes that the 
Government responded by not maintaining or upgrading the Umbilo Road 
campus.2 The fact that the site still offers inadequate facilities for training and 
recreation was again highlighted in an accreditation report by the HPCSA 
which recommended that the School consider relocating to a more 
appropriate site (Health Professions Council of South Africa, 2005).  
 
For nearly five decades and despite years of political harassment, inequitable 
state funding and a chronic lack of human resources, space, facilities and 
equipment, the Medical School established a national and international 
reputation for academic rigour and an unwavering commitment to the 
community it served (Noble, 1999). The significance of this reputation lies in 
the fact that this was achieved during a time when the School used mainly 
traditional, didactic methods for the training of its graduates (Naidoo, 1976). 
This reputation and tradition of excellence gained in the traditional curriculum 
were often cited by some members of the faculty as the reason for their 
resistance to the curriculum reform. They often asked, “Why do we need to 
                                                 
2  Personal communication, Staff member and former student, August 2006 
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fix something that is not broken?”, or “I studied here and there is nothing 
wrong with me or my medical skills”.3  
 
Thus, influenced to some extent by the changing level of health care 
provision, but largely by the global trend in medical education reform, the 
WFME and the HPCSA (1999) provided guidelines for the training and 
assessment of medical practitioners. They advocated the adoption of a five-
year curriculum based on principles of PBL, student-centred and self-directed 
learning. They also suggest a curriculum that includes early clinical exposure, 
a multidisciplinary approach to health care and an increased focus on 
developing professional competence while cultivating social values (i.e. 
sensitivity to cultural, racial, language, gender and religion) in students 
(HPCSA, 1999). Most of the eight medical schools in South Africa 
subsequently revised their curricula to reflect some of these 
recommendations. To illustrate, the most radical changes have been the 
implementation of PBL at the NRMSM (McLean & van Wyk, 2006) and the 
change to a community-based curriculum at the former University of the 
Transkei (Meel, 2003). Four other medical schools complemented their 
traditional didactic training with changes that reflected more problem-oriented 
or problem-based approaches. At least one medical school implemented, in 
addition to the traditional programme, a graduate entry PBL program.4 The 
Afrikaans medium medical schools implemented mainly cosmetic changes.5 
The University of Cape Town changed their programme to reflect a primary-
                                                 
3  Personal communication, Staff member during Facilitator training session, April 2002 
4  Personal communication, External examiner, University of the Witwatersrand, November 
2006 
5  Prof Nel, keynote address, HPCSA Conference, Bloemfontein 2002 
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care approach (Ncayiyana, 1999) but essentially retained most of the 
traditional structure. The University of the Witwatersrand on the other hand 
opted for a dual stream approach (i.e. one traditional and the other allowing 
only graduate entrees in a PBL stream). Strategically, the national leaders in 
health were under a lot of pressure to provide and produce doctors especially 
to care for the needs of the South African rural communities. The medical 
schools of the former Transkei and KwaZulu-Natal (who had the highest 
intake of Black medical students) were thus asked to increase their student 
intake by the Provincial Ministry of Health to meet the demands for health 
care in these provinces. 
 
In terms of the assessment of undergraduate medical students’ learning and 
coinciding with the establishment of revised curricula, the HPCSA 
recommended a change in assessment from strategies that focus mainly on 
factual knowledge and recall to approaches that engender problem-solving, 
professional competence, critical thinking and social values (HPCSA, 1999). 
Even in this regard, medical schools responded to the HPCSA’s 
recommendations in a variety of ways. While most widened their repertoire of 
assessment strategies, others retained the tried and tested assessment 
methods (Walubo et al., 2003). At the NRMSM, however, it was decided to 
undertake both assessment and curriculum review. The section below 
outlines how curriculum and assessment reform at the NRMSM came about 
in response to the HPCSA’s mandate. 
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1.2.4 Curriculum Reform at the NRMSM  
Aligned with the HPCSA’s recommendation (1999) for medical lecturers to be 
trained in educational methodologies, I was appointed in July, 2000, to the 
Medical Educational Development Unit (MEDev) of the Medical school as an 
education consultant and staff developer. At the time of my appointment and 
six months prior to the implementation of C2001, MEDev consisted of a 
director, student academic developer, student counsellor and an 
administrative assistant. Upon joining MEDev, I joined the Steering group of 
the Curriculum Development Task Force (CDTF), which planned the 
coordination, and implementation of C2001 at the school.  
 
Apart from staff training in general educational and PBL methodology, my 
roles at the school have and still include being a year coordinator; serving as 
educationalist on teaching, learning and assessment committees, 
coordinating the assessment activities and evaluating components relating to 
teaching, learning and assessment in C2001. My perspective and knowledge 
of the curriculum are thus informed by my participatory role during these 
sessions as it related to the design, implementation and evaluation of the 
MBChB programme. (The details of the methodologies used, and the 
documents accessed for this case study, are more fully explained in Chapter 
4). 
 
Curriculum reform at the NRMSM was a prolonged process. It followed 
decades of student and staff dissatisfaction with the quality of students’ 
learning and resulted from at least two investigations into the high exclusion 
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and failure rates that were common in the first three years of the traditional 
curriculum (Adams et al., 1987; Bhagat, 1978). Reports from these 
commissions and research from the Medical Education Development unit 
(Olmesdahl, 1999) described not only the poor learning conditions at the 
school but also the increasingly overcrowded curriculum that was in use. 
Their recommendations for curriculum reform included a reduction in 
curricular content, increased recognition and reward for teaching, improving 
the educational qualifications of staff and the use of assessment practices 
with increased feedback to students to enhance learning (Adams et al., 1987; 
Olmesdahl, 1999). 
 
At the School, the CDTF explored and supported the idea of PBL as the 
instructional method to motivate students and to improve the relevance of 
their medical training in preparation for medicine as a professional career.6 
As an instructional philosophy, PBL promised the acquisition of better-
retained knowledge that would be integrated with allied disciplines and 
applicable in clinical contexts (Barrows, 1986, 1996). PBL’s incorporation of 
active learning principles, the acquisition of retrievable and usable knowledge 
and the development of deep learning (Barrows, 1986; Barrows & Tamblyn 
1980) for improved understanding, was believed to be the solution for the 
high failure and attrition rates that prevailed in the preclinical years 
(Bezuidenhout, 1990; Frame and Seneque, 1991). There were additional 
promises that students would develop clinical reasoning, problem-solving, 
independent learning and self-directed thinking skills while engaged in 
                                                 
6  Personal Communication with chairperson of the Curriculum Steering Committee, 
Sept 2000 
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collaborative environments. The environment were also to promote 
interpersonal and communication skills. The skills to be achieved seemed as 
the answer to issues highlighted in studies at the School (McLean et al., 
2006; Olmesdahl, 1999) and recommendations of the accrediting body, the 
HPCSA (1999). 
 
A feasibility task group was established to assess the feasibility of 
implementing C2001 at the School. They explored resource needs in terms 
of the additional staffing and physical requirements to implement C2001. The 
feasibility task team projected that additional medical staff would be needed 
to successfully deliver C2001. They also recommended upgrading existing 
school-based small group venues. The group highlighted that the projected 
costs for staffing might not be accurate due to poor departmental responses 
when this information had been sought. It was, however, concluded that 
C2001 implementation was feasible and indeed desirable. The group also 
warned that the proposed increase in student admission, at the time, was to 
have more serious financial implications for the School than the curriculum 
reform.   
 
Thus, in January 2001, C2001 was introduced at the NRMSM with the 
primary objective of producing appropriately trained doctors to deal with the 
changing scope of medical care in South Africa. The new 5-year, student-
centred programme greatly emphasises preventative care particularly in the 
light of life-threatening diseases related to HIV/AIDS and tuberculosis. C2001 
was initially divided into yearlong modules with each module comprising six 
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themes of approximately six-week duration. The modules were later divided 
into semesters of three themes each.  
 
Learning in a theme typically begins with the analysis of a patient or clinical 
case in which approximately 10 students, assisted by a facilitator (non-expert 
tutor) in a small group setting, identify learning goals. A two-hour session is 
allocated for each tutorial/small group meeting and students leave these 
sessions armed with the goals that they identified under the guidance of their 
facilitator. The interdisciplinary learning goals relate to issues from the clinical 
case and may require students to research the anatomical position of an 
organ, the functioning or pathology thereof, the design or side-effects of 
drugs or ethical issues relating to procedures. The goals inform students’ 
learning, as they require them to explore and understand core principles of 
the case. The learning goals may include additional issues identified by 
individual students depending on their needs and prior experiences. Students 
then research and explore the goals during the next seven days after which 
they reconvene for the second two-hour tutorial session for the conclusion of 
the case.  
  
During the period of self-directed study, students engage with discipline 
experts in interactive large group sessions (similar to lectures) and undertake 
clinical and practical skill training sessions, which are coordinated by a year- 
coordinating office. These sessions occur in clinical or practical skill 
laboratories, lecture venues, community-based or hospital settings. During 
the intersession period, students search for and apply information gained to 
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resolve their individual and group learning goals. The students eventually 
conclude and resolve the case when they share their ideas and information 
at the second two-hour, small group tutorial. 
 
 1.2.5 Assessment reform at the NRMSM 
Of particular relevance to this study are suggestions of educationists advising 
that students’ learning in PBL is best assessed by means of objective, 
authentic, and contextual assessment tasks (Friedman Bed David, 1999; 
Savin Baden & Major, 2002). First, objective assessment tasks assume that 
all students would learn exactly the same content for which a single true 
answer exists.Objective assessments are usually constructed in the multiple 
choice, true false, short-answer format and they are good for testing factual 
recall. Objective tests can also be automated to facilitate computer-aided 
marking (Michigan State University’s Teaching and Learning Centre, 2007).  
 
Second, authentic assessment tasks support and encourage deep learning 
as students become self-directed and better prepared at identifying their own 
learning needs (Savin-Baden & Major, 2004). Authentic assessment tasks 
are often designed to closely match the desired performance of students are 
aligned to the educational philosophy of the curriculum (Broadfoot, 1995). As 
such, scholars recommend that assessment must occur in contexts that both 
simulate the practice environment and encourage ongoing learning. To 
ensure ongoing reflection and learning, students thus need appropriate 
feedback to become aware of what they know and do not know and how to 
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improve.  To this end, Chickering and Gamson (1987) suggest that students 
must regularly be provided with opportunities to reflect on what they have 
learnt and on the topics still to be learnt. They must also be provided with 
opportunities to make judgments on their own competence. Informed by the 
principles of authentic assessment, including the need to improve feedback 
and support to inform and direct student learning, the progress examination 
(PE) was introduced at the NRMSM. 
 
The PE, designed to assess students through the outcomes of the newly 
implemented C2001, is based on the principles of progress testing (PT) that 
originated at the University of Missouri (Kansas City) and the University of 
Limburg (Maastricht, Netherlands). These tests were developed independent 
of each other at the two medical schools where progress testing originated  
(Verwijnen et al., 1982; Blake et al., 1995, 1996;). The version on which the 
PE at the NRMSM is based originated from the concept of progress testing 
(PT) implemented since 1977 in the medical curriculum of the University of 
Maastricht (van der Vleuten, et al., 1996; Harris, 2002). Described as a 
longitudinal testing approach (McHarg et al., 2005), the PT is based on an 
educational rationale that supports desirable and deep learning of students in 
PBL curricula by ensuring that students learn for understanding rather than 
for the remembrance of unrelated facts.  
 
1.3 The rationale of the PE 
Research indicates that it is impossible to study for the PT (Albano et al., 
1996; Friedman Ben-David et al., 2001) as each test samples the complete 
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domain of knowledge required of final year medical graduates. In this way, 
the PT reinforces the scope and depth of learning for students. The PT also 
rewards appropriate deep learning since it encourages meaning-making over 
rote-learning as students become motivated to read, understand and explore 
medical topics beyond the scope of their present academic level (van der 
Vleuten & Wijnen, 1996). This occurs because they are exposed to the same 
range and scope of questions at regular intervals (i.e. three times per year). 
 
As is the case at Maastricht, the PE at the NRMSM is administered 
simultaneously to all registered medical students irrespective of their 
academic level of study. Each PT is compiled from questions that are 
randomly drawn from a large bank of objective true or false multiple-choice 
questions (MCQ) and cover the major areas of the medical curriculum. At 
Maastricht, members of staff monitor the increase in the students’ collective 
and individual knowledge over the duration of the course per academic year 
while it is also possible to monitor students’ progress per discipline or 
module. A norm-referenced pass mark is determined for each test and this 
pass mark is sometimes adjusted if the PT was deemed to be too difficult. In 
this way, the progress of each student is analysed and compared to the 
average (norm) for his/her class. The student receives individual, written 
feedback on his/her progress and areas of strength and weakness are 
identified for course constructors and students (McHarg et al., 2005). 
Students are given time to compare the feedback that they receive with their 
understanding of the questions. During this time, students can also challenge 
answers (using relevant text to support their argument) with which they do 
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not agree. Appropriate steps are then taken to correct their understanding or 
to omit the test item if the question is considered unfair. After comparing the 
results of individual students with the pass mark, the student’s progressive 
performance is rated as being more than satisfactory, satisfactory or less 
than satisfactory. At the University of Maastricht, where three of these PTs 
are written per academic year, a student is required to obtain a satisfactory 
pass on two or more to progress to the following academic level.  
 
As with the University of Maastricht, the PE at the NRMSM was also adopted 
to measure the increase in knowledge of students in C2001. It was believed 
that the format of the PE would complement the collegial atmosphere 
developed in the small group setting as students would be less likely to 
withhold information from their group in a conducive and non-threatening 
learning environment (McLean & van Wyk, 2006). The PE consists of 
approximately 50 case scenarios of 200-250 multiple choice question 
statements (true/false format) requiring students to make decisions on 
whether statements that relate to the scenario are true or false. While the 
scenarios portray real-life medical situations and require that students make 
a choice, they are not, however, expected to justify or explain their choices.  
 
In 2001, the score obtained by a student (average of three PEs) and their 
mark in the objective structured clinical examination (OSCE) was used to 
determine a student’s progress to the following (2nd) year. Participation in 
other formative activities (i.e. self-assessment and tests at the end of 6-
weekly themes) was voluntary. The facilitators’ descriptive observations of 
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students’ contributions and behaviour in the tutorial process additionally 
provided insight into students’ affective development, ability to work as a 
member of a team, skills in performing independent research and ability to 
integrate their knowledge to resolve the weekly case.  
 
Early in the programme, students reported having discovered that trying to 
study for the PE was futile and they actively participated in all learning 
activities that had been scheduled to support and structure their academic 
development and learning. Nearly 50% of the students in the 2001 cohort 
included ‘mature’ learners with partial or completed prior tertiary qualifications 
(e.g., a Bachelor of Science or Bachelor of Health Science). This may 
account for the cohort’s exceptional performance during the 2001 
implementation. The students also accepted and welcomed the PE and its 
feedback once they had understood the concept (McLean, 2001).  
 
Analysis of the 2001 student results, however, revealed that while some 
students passed the PE, they scored poorly on items relating to the themes 
and the modules (i.e. content studied). In subsequent years, students also 
verbalised their increased tendency to guess answers. The fact that students 
eventually perceived the PE as an imposition and hurdle is illustrated when 
they refused to take the exam in their final year. They argued that it served 
no purpose in the final year as each clinical department used its own 
assessment strategies to determine competence in that discipline.  
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This non-compliant stance of the students created a problem for lecturers at 
the School. As in the case of the University of Maastricht it was believed that 
the testing format would support and develop deep and self-directed learning 
behaviour among students and that extensive formative feedback would help 
to identify individual student weaknesses to enable them to become more 
independent and self-directed. The implementation of C2001, however, 
coincided with the post-apartheid educational reform period in which the 
Department of Education favoured criterion rather than norm-referenced 
assessments. This necessitated the setting of a pass mark of 50% for all 
modules offered at UKZN. This requirement implied that students could not 
be failed on modular content for which they had not received instruction or be 
assessed summatively by an examination where the majority of the content 
was equivalent to a final year question paper. This imposition led to a series 
of alterations to the PE from 2002. The most significant of these was the 
assignment of an increased weighting of 80% for content from modules that 
students had already studied. A percentage remained allocated to modules 
not yet formally taught (20%).  
 
The notion to increase the weighting of content directly relating to the 
modules, however, distracted from the philosophy of progress testing that 
essentially requires students to write the equivalent of a final year 
examination at every sitting of the PE. The priority of the faculty members to 
design and develop their own question bank led to the refusal of academic 
staff to release copies of the question papers for student feedback.7 
Individual staff members were also reluctant to address students during 
                                                 
7  Personal communication with assessment contributors and theme heads, April 2002  
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feedback sessions due to the interdisciplinary nature of the PE. Students 
thus felt that they did not receive sufficient information to learn from their 
mistakes or to benefit from the PE.  
 
A mandate in 2003 from the Department of Education and the University 
executive to semesterise and modularise the year-long modules of the 
Bachelor of Medicine and Bachelor of Surgery (MBChB) course reduced the 
number of PEs to be written in each academic year, from three per annum to 
one per semester. Year planners for the cohort can be compared in 
Appendix J (I-II).  Students’ interpretation of semesterisation further implied 
that they were not to be tested on content not directly taught during the 
semester or modules preceding the PE. This was contradictory to the spiral 
nature of C2001 where previous content needed to be expanded on in 
subsequent years. By 2005, students argued that they did not gain any new 
information from the PE and that it caused them undue pressure to undertake 
an additional examination (PE) in their final year. They perceived the PE in 
the final year as unnecessary because each of the six clinical departments 
had individual final year examinations that assessed students’ theoretical and 
clinical knowledge and skills in that discipline. Concerned that the faculty may 
want to compare the knowledge of students who completed the six-year 
traditional exam with those who completed the five-year PBL exam, the 
leaders experienced a lot of pressure from the politicised student body, 
especially those in the traditional programme, who feared any form of 
comparison. The students eventually refused to undertake the examination. 
There thus appeared to be a mismatch between the instructional and 
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learning objectives advocated in PBL and the practice of the PE at the 
School.  
 
In the light of research literature that suggests that the effectiveness of a 
curriculum is greatly influenced by the content and method of assessment, 
this study sought to examine whether the same educational principles that 
governed the design of C2001 also informed decisions relating to the 
implementation and adaptation of the PE. The study focuses on the efficacy 
of the PE in the context of the newly implemented PBL curriculum at the 
NRMSM of the UKZN where I had served as staff developer and 
assessment-coordinator between 2000 and 2003. In particular, the study 
sought to examine the ways in which educational principles informed 
decision-making with respect to the curriculum and its choice of assessment 
tools for determining students’ cognitive domain. In order to place the study 
and the modifications in the proper context, the rationale is described below. 
 
1.3 RATIONALE FOR THE STUDY 
This research is important for a number of reasons. First, documented 
success of the PE has predominantly been based on studies conducted in 
First World countries (Verwijnen et al., 1982; Albano et al., 1996; Blake et al., 
1996) and its use has not yet been researched in countries with students 
from diverse educational and cultural learning experiences such as ours. 
Secondly, research into assessment has been dominated by a psychometric 
tradition and there are currently calls for the use of broader, more educative 
perspectives and the incorporation of more diverse research methodologies 
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when investigating issues around assessment (van der Vleuten et al., 2004; 
Gijbels et al., 2005).  
 
Thirdly, a number of South African health science faculties have initiated 
changes toward problem-oriented and PBL curricula, and questions and 
issues relating to the validity of the curricula and assessment can be 
anticipated from these faculties. The study will thus add to new knowledge, 
as it explores the adaptations to and effects of, the essentially formative PE 
at the institution in order to satisfy local needs for a summative assessment 
tool. It may also add a better understanding of why innovative educational 
strategies are so difficult to achieve in contexts such as the NRMSM.  
 
Fourthly, qualitative studies supporting a contextual understanding of 
curricula and assessment have been relatively limited in medical education 
despite such studies having become more acceptable and accessible to 
researchers in the field (Mays & Pope, 2000; Malterud, 2001; Harris, 2002). 
There is, however, consensus that qualitative case studies have much to 
offer towards the understanding of the complexities of curriculum reform and 
assessment, especially in medical education where quantitative psychometric 
enquiries have dominated the research arena (van der Vleuten, 1996; Harris, 
2002).  
 
In the light of the above, the current qualitative study is based on the 
assumption that professional and pedagogical principles influenced the 
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adoption of the PBL curriculum and the PE at NRMSM. A such, the following 
questions were used to focus the investigation 
 
1.4 THE RESEARCH QUESTIONS 
The study was concerned primarily with stakeholders’ understanding of the 
PE and its goals as well as their experiences of its implementation and its 
suitability for assessing students’ cognitive abilities in the context of PBL. 
This study addressed the following questions:  
1. What educational principles influenced the adoption and 
implementation of the Progress Examination (PE) in the context of 
PBL at the NRMSM?  
2. What are the stakeholders’ understandings of the nature, principles 
and goals of the Progress Examination and its suitability for assessing 
students’ cognitive learning in the context of PBL?  
3. What are the experiences of stakeholders of the implementation of the 
Progress Examination (PE) and what factors shaped the 
implementation?  
 
1.5 THE THEORETICAL LOCATION OF THE STUDY 
The implementation of PBL is significant in medical education as it signals an 
attempt to make learning more meaningful to learners. The study is thus 
framed from a constructivist perspective that emphasises the role of social 
interaction in the development of meaning and understanding (Atherton, 
2005). These curricula thus incorporate principles of adult learning  
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(Brookfield 1995; Knowles 1998), self-direction (Colliver, 2002) and life-long 
learning (Miflin et al., 2000; Stefani, 2004) and is premised on the notion that 
staff would support learners to become independent, deep learners (Biggs, 
1994; Rushton, 2005). It is argued that staff would be keen to review their 
instructional philosophies and practice. These concepts are more fully 
explained in Chapter 4.  
 
Specifically, the implementation of the PE can be seen as a proactive attempt 
to value and promote educative assessment where students should take 
greater responsibility for their development. Informed by the principles 
underlying PBL, the PE therefore encourages learners to set their own 
individual goals for progress and as such incorporates efforts to assess 
learners over the scope of the full undergraduate spectrum. By doing this, 
learners can monitor their progress towards the attainment of final goals but 
also play an active role in identifying their own strengths and weaknesses, 
and are able to take appropriate remedial steps. In this way, Cowan and 
Harding’s (1986) model, which reflects the interplay between teaching, 
learning and assessment as amended by Stefani (2004), has informed the 
data collection and analysis in this study. For example, using the model, the 
study has sought to examine the conceptualisation of assessment as it 
locates the outcomes of the learning process at the center of the curriculum 
(i.e. with the learner) while simultaneously interrogating educational decisions 
relating to the learning process and curriculum.  
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Furthermore, developing appropriate assessment strategies should form a 
key part in the development of sustainable and effective curriculum reform 
(Fowell et al., 1999, 2000). To aid this process, Fowell and colleagues (2000) 
suggest the use of a four-phased cyclical approach for the development of an 
effective system. As part of the evaluation phase, they suggest that 
educators should consider whether the system is congruent with the 
students’ total learning experience, especially those learning outcomes that 
are not assessed. Feedback should also be viewed as part of the interactive 
components of teaching and learning which are central to pedagogy 
(Rushton, 2005). Despite the selected method, feedback must provide 
information about what the student knows or does not know, and provide 
direction for improvement (Hattie & Jaeger, 1998). Finally, to explain issues 
around the curriculum implementation process, I draw on Fullan’s (1985) 
change theory for the framework to investigate the extent of the change.  
 
1.6 METHODOLOGY 
A qualitative, case study methodology was chosen to investigate the 
phenomenon under study (i.e. the social aspects of teaching, learning and 
assessment). It is believed that medical educators would learn from this 
experience if the phenomenon were better understood and explained from 
the interpretative paradigm. The chosen methodology accommodated my 
presence as participant observer in the setting, the use of purposive 
sampling and multiple research instruments (questionnaires, interviews, 
focus group, and document analysis) for data collection.  
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Data collection commenced in 2001 and occurred iteratively and 
serendipitously (Patton, 2001) throughout the period of engagement with key 
informants who played a role in the setting as medical educators, change 
agents or administrators. Initially, an exploratory questionnaire was 
administered to understand students’ perceptions of the purpose and format 
of assessment at the School. During observations of the assessment working 
task team, I realised that medical educators had different views of the 
philosophy of the PE. This observation led to the adaptation of the sampling 
strategy to additionally gather information regarding the experiences and 
perceptions of the lecturers.  
 
Therefore purposive sampling (Robson, 2002) was used to select staff who 
taught on the programme and who served on some of the committees during 
C2001 design and implementation. The study used participative observation, 
interviews (individual and focus group) and questionnaires. Individual and 
focus group interviews were transcribed and individual participants and 
student-group representatives were given opportunities to comment during 
informal discussion sessions. Their comments were taken into account in the 
final analysis. The use of different methods of data collection tools helped to 
triangulate my findings. The UKZN and the Biomedical Ethics Committee at 
the NRMSM granted ethical clearance for the study (HSS/061/80A) and the 
curriculum evaluations (R201/04) (Appendix A and B), which allowed a 
more comprehensive view of student and staff perceptions over a prolonged 
period. The research methodology employed in this study is more fully 
described in Chapter 5.  
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1.7 LIMITATIONS OF THIS STUDY 
The case study methodology as a study of singularity has been used to 
explore the perceptions of stakeholders in the study. It is, however, 
recognised that qualitative studies are rarely generalisable and that insights 
from this explorative, descriptive case would not predict success in other 
settings (Yin, 1984). It is important to note the bias of the researcher toward 
the curriculum change and in favour of formative feedback. Other limitations 
in the setting were the fact that substantial tensions developed between 
students in the 6th year traditional programme and the C2001 cohort from 
whom the perceptions were collected. While it was planned to compare the 
exit knowledge of the PBL cohort with that of the traditional students by 
means of the PE, this did not occur due to objections raised by the students.  
 
Despite the use of purposive sampling, most academic members of staff 
involved in the undergraduate curriculum and its assessment primarily taught 
in C2001 and was keen lecturers. It was also difficult to gather the 
perceptions of lecturers who are jointly employed by the provincial 
Department of Health (DoH) and the university, as they are mainly hospital-
based and seldom serve on decision-making committees at the School. 
 
1.8 ORGANISATION OF THE THESIS 
This study is concerned with how curriculum reform to PBL is introduced at 
the NRMSM after a traditional, didactic teaching curriculum has been offered 
for more that 50 years. It is especially concerned with how lecturers  practice 
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and apply stated pedagogical goals and how these goals are articulated in  
the  PE as an assessment instrument.  
 
In the current chapter, I have provided an overview and background to the 
study, including the context and need for curriculum reform at international, 
national and local context. I have also provided an overview of C2001 and 
the PE and introduced the students’ concern and their dissatisfaction with the 
many adaptations to the assessment tool. I further provided the rationale for 
the study, the theoretical framework to be used to analyse the data and 
introduced the research questions that will guide the investigation. 
 
In Chapter 2, I offer a critical synthesis of the literature on assessment 
implementation in PBL. I argue for a cognitive approach to studying 
curriculum and assessment. I also suggest an investigation into the reasons 
for, and the purposes served by, the assessment instruments in PBL 
settings. Hence, I review the literature on assessment in higher education 
and PBL schools, illustrating the misalignment between the aims of student-
centered PBL curricula and the practice of assessment in PBL programmes. 
Moreover, based on this critical literature review, I argue that my research 
addresses a gap in the scholarship of how and why curriculum mismatches 
occur in medical curriculum reform and this case research might shed some 
light on factors that support or hinder further reform efforts. 
 
In Chapter 3, I present a narrative-analytic account of the research setting, 
the curriculum and the assessment processes. For the case study report, I 
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provide a detailed description of the institutional context and the main themes 
that emanated from this exploration of the pedagogical principles that 
informed the curriculum and its assessment reform. 
 
In Chapter 4, I provide an account of the theories that framed the data 
collection and analysis processes. 
 
In Chapter 5, I describe the research design and methods employed in this 
study. I explain the difficulties encountered in obtaining written ethical 
clearance and I provide a narrative account of the data collection process 
and strategies. I conclude this chapter by giving an account of how I attended 
to issues of validity and trustworthiness in the case study of the NRMSM. 
 
In Chapter 6, the findings from the study are presented in relation to the 
research questions.  
 
In Chapter 7, the data is related to the theoretical work on curriculum 
change, assessment and learning to explain the processes that informed the 
decision-making in this case. Finally I present the significance of the study 
and outline the implications for policy, practice and research. 
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CHAPTER 2 
LEARNING AND ASSESSMENT IN PROBLEM-BASED LEARNING 
CONTEXTS: A REVIEW OF THE LITERATURE 
 
2.1 INTRODUCTION 
The previous chapter introduced the study and examined the context and 
factors that are believed to have derailed the educative and formative 
purposes of the PE and the curriculum reform. This chapter also proffers that 
despite the learner-centered philosophy advocated by the implementation of 
PBL and the PE, educators did not seem to have fully understood, supported 
or applied the educative principles during the C2001 and the PE 
implementation. This resulted in a mismatch between the aims and goals of 
the curriculum and the assessment of learners in C2001. 
  
Literature and experience inform us that assessment drives learning through 
content, purpose or format (Newble & Jaeger 1983; van der Vleuten, 1996, 
Cohen Schotanus, 1999). To design an assessment plan that respects PBL 
principles, however, remains a challenge (Nendaz and Tekian, 1999). These 
principles include first, the validity and reliability of the instrument in 
assessing the outcome that it purports to assess.  The second relates to the 
degree to which a test would yield the same results even when conducted by 
different examiners (Broadfoot, 1999; Schuwirth & van der Vleuten, 2006). 
The third principles relates to students’ perceptions of fairness (see also 
Chapter 6 in this thesis). Van der Vleuten (2004) argues that it is nearly 
impossible to devise an instrument that is both reliable and valid and that has 
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minimal negative steering on students’ learning. Thus, for the curriculum to 
appropriately steer learning, attention to how learning is structured, 
supported and assessed is important.  
 
The previous chapter introduced the historical background that necessitated 
curriculum reform in medical education and the concerns of professional 
bodies about the ability of traditional, didactic programmes to prepare 
lifelong-learning and problem-solving skills in medical graduates (World 
Health Organisation, 1991; General Medical Council, 1993; World Health 
Organization, 1993; Walton, 1994; Fraser & Greenhalgh, 2001). For 
accrediting bodies, the need to reduce the factual burden and unnecessary 
detail in traditional programmes was central to the reform process (World 
Health Organisation, 1991; World Federation For Medical Education, 2003). 
 
Medical education in Africa took a similar route that that of medical training in 
the USA and the UK. After having followed traditional, didactic curricula since 
the 1920s and coinciding with, and influenced by, global reform, three 
conferences on African soil [i.e. Abudja, Nigeria (1989); Yaoundé, Cameroon 
(1993) and Cape Town, South Africa (1995)] greatly steered curriculum 
reform in Africa. The declaration of the Cape Town gathering in 1995 
challenged the restructuring of medical training in Africa by integrating basic 
and clinical training and adopting principles that focussed the teaching of 
core competencies. Moreover, the Declaration recommended that reformed 
curricula reflect socio-constructivist approaches that were patient-oriented, 
student-centered and community-based. In 1999, the Health Professions 
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Council of South Africa (HPCSA) also approved and endorsed those 
recommendations.  
 
By the late 1990s the curriculum reform process had coincided with large 
scale restructuring of both the National Departments of Education (DoE) and 
Health (DoH) that were aimed at social restructuring in post-apartheid South 
Africa (South African Government, 1997; South African Department of 
Education, 2002; South African Ministry of Health, 2004). The process of 
social transformation by the Department of Health saw the previous, racially 
segregated health system change to a district health system. The 
restructuring, however, caused major uncertainties that resulted in many 
government employed doctors opting for private practice or emigration. This 
exodus of medically trained staff left training institutions and district hospitals 
with severe staff shortages and increased costs to equip new sites for 
training (Ncayiyana, 1999).  
 
Nationally on the education front, the more profound change was the 
implementation of the National Qualifications Framework (NQF) (South 
African Qualifications Authority, 1998) that required HE institutions to re-
design and register all educational programmes in an outcome-based-format. 
The NQF intended to improve the coordination and structuring of education 
and training from the previous fragmented and inequitable system (Baxen & 
Soudien, 1999) while the outcomes-based education (OBE) framework 
intended to shift educational practices towards more learner-centered 
philosophies by linking specified learning objectives with learner outcomes. 
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Premised on the notion of a core and extended curriculum, it also 
encapsulate principles of mastery learning, criterion-referencing and the use 
of educative assessment practices (Capper & Jamieson, 1993). 
 
Thus, overwhelmed with reform in the education and health sectors and 
perceiving many similarities between OBE and PBL, most South African 
medical schools embarked on a process of curriculum reform to include 
student-centered PBL and problem-oriented learning. In 2001, the NRMSM 
implemented its new student-centered, PBL curriculum. In the remainder of 
this chapter, I review literature related to curriculum reform, PBL as a student 
learning philosophy and the assessment of learning. 
 
First, the chapter reviews how curriculum reform had been managed in 
medical education. Second, it defines PBL and presents an overview of the 
pedagogical aims of assessment in PBL curricula. It then proceeds to review 
literature related to the nature and purposes of educative assessment in 
student-centered learning programmes. As such, it explores research 
literature dealing with alternative assessment strategies, including the PE, 
used in PBL settings. Finally, a description of PBL in medical education is 
provided. In essence, the chapter examines factors that could explain the 
difficulty of changing practice among medical lecturers despite professional 
and pedagogical initiatives to bring about change.  
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2.2 CHANGE IN MEDICAL EDUCATION 
Calls for reform in medical education have been occurring throughout the 
world and with increasing frequency (Towle, 1998). Achieving large scale, 
coherent and sustainable reform has been difficult in any country (Cantor et 
al., 1991). While much has been published on the nature of educational 
reform and strategies to achieve and understand medical reform (Chin & 
Benne, 1976; Schlesinger, 1979; Kotter & Levine, 1980; Moore, 1994; 
Bernstein et al., 1995; Boelen, 1995; Gale & Grant, 1997; Mennin & Krackov, 
1998; Regan-Smith, 1998; Sergiovanni, 1998; Trowler, 1998; Bascia & 
Hargreaves, 2000; Bland et al., 2000; Ho et al., 2001; MacFarlane et al., 
2002), authors such as Berg & Ostergren (1979) and Towle (1998) argue that 
reforms that challenge systems such as those of medical contexts often 
require political processes and considerable input from a variety of 
stakeholders.  
 
Early publications of medical reform have mainly documented reform efforts 
and conditions in developed countries. To illustrate, as far back as in 1901, 
Osler (1901) already advocated the use of adult learning approaches for 
medical training in the United States of America. In the same country, 
Flexner (1910) reported his concerns regarding the quality of medical training 
resulting from a lack of standardised approaches during training. Under the 
leadership of W. C. Rappleye in 1932, the Association of American Medical 
Colleges (AAMC) commissioned yet another investigation into the status of 
undergraduate medical education (Rappleye, 1932) which together with the 
General Professional Education of the Physician’s (GPEP) investigation of 
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1984, culminated in the formation of guidelines to reform physician training in 
the twenty-first century (Muller, 1984). The twenty-four published reports 
during the previous century in the USA generally kept reiterating similar 
problems and offered similar recommendations, which had mostly been 
disregarded (Christakis, 1995). Unsuccessful curriculum reform became so 
common to medical education that Regan-Smith (1998:505) described the 
phenomenon as “reform without change”. 
 
Despite individual institutions having started curricular changes and 
accrediting bodies having mandated initiatives that were to keep medical 
education at the cutting edge of science and technology, Hoover (2005) 
reports that many facets of medical training remained unchanged for nearly 
half a century. Numerous reasons for resistance to reform had been noted. 
Greenberg (1994) related these to a lack of clear strategies for 
implementation of the reform. Bloom (1988), on the other hand, accredits the 
resistance of staff and lack of successful reform to the prevalence of 
research over teaching at most academic institutions. In the United Kingdom, 
the General Medical Council (1993) asserts that the persistent lack of 
successful curriculum reform stems from the diverse knowledge base of 
medical education, its historical development and the fact that successful 
implementation depends on the participation of quasi-autonomous 
departments (Towle, 1998).  
 
The greatest challenge to reform in developing countries arises when trying 
to adapt the inherited Colonial style of medical education to suit local needs 
 40  
and constraints (Bandaranayake, 1989). The difficulty of bringing about 
curricular change, especially in conventional medical schools, is also well 
documented as well as the futility of ad hoc changes (Greenberg, 1994).  
 
To devise appropriate strategies to overcome resistance, Bloom (1988) 
recommends that change agents should try to understand stakeholders’ 
resistance with reference to their function and motivation. From a study of 
four US medical schools, Bussigel and colleagues (1988) concluded that a 
single aspect is seldom the only factor to influence the success of a reform. 
They concluded that informal patterns of educational decision-making also 
greatly impact on success. Bussigel and colleagues (1988) further affirmed 
the importance for organisational factors to converge in support of an 
innovation and that attention be paid to the context and strategies used to 
ensure that planners have and use the power to adjust their plans when 
necessary (Bussigel et al., 1988). 
 
Barriers and resistance to change have been well researched. In New 
Mexico, Mennin and Kaufman (1989) identified a list of institutional barriers 
such as fearing the loss of control, unrealistic expectations for speedy 
reforms and a lack of faculty policies to support the reform. The Association 
of American Medical Colleges’ 1992 report also identified factors that led to 
resistance. These include inertia to change, poor leadership, insufficient 
insight into programmes, resource constraints and the perception that the 
innovation was unlikely to result in improved practice. In the UK, a 26-school 
study by the General Medical Council (1993) identified ten barriers and ten 
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factors in support of curriculum reform. The supporting factors included the 
political goodwill of the dean, commitment by key individuals, recognition of 
student concerns, external pressures and participation by motivated 
lecturers. Cohen and colleagues’ (1994) report of reform in six US medical 
schools identified similar factors to hinder change as those mentioned above. 
In Towle’s (1998) view of reform in the UK, change seldom follows a rational 
path. An overall strategy devised during planning is often endorsed by 
authority figures and followed through to implementation. The lack of success 
of this process, in Towle’s view, relates to the complexity of the reform, the 
lack of human interaction and a disregard of politics and motivation, which 
can cause major obstacles (Towle 1998).  
  
Changes in organisations are often met with resistance (Kotter & 
Schlesinger, 1979). The ways in which people respond to change typically 
include the innovators, early adopters, late adopters and the laggards 
(Stocking, 1992). Innovators are the “brave” people who initiate and pull the 
reform. They are also important communicators of their ideas. The early 
adopters are respected opinion leaders who are open to new ideas while the 
early majority is the thoughtful, cautious people who are often more 
accepting of change than the average person. In the final categories are the 
late adopters who would only use new ideas when the majority had done so 
and the true skeptics or laggards who always stay behind. 
 
In the context of curriculum change, Dharamsi (1996) found that medical 
lecturers generally struggle to change their fundamental views of teaching 
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and learning. With reference to leadership and decision-making, Delbecq & 
Gill’s (1985) work with physicians led them to conclude that medical lecturers 
generally value leaders who ensure appropriate due process and who 
institute clearly perceived representative structures. Medical lecturers also 
value leaders who employ visible and logical processes for decision-making 
and who insist on and follow clear decision-making rules. Successful 
strategies to overcome resistance in this setting included education, 
communication, participation, support, mentoring; manipulation, agreement 
and implicit coercion (Kotter & Schlesinger, 1979). With PBL being widely 
implemented as the instructional methodology of choice, the next section 
introduces PBL and its philosophy.  
  
2.3 PROBLEM BASED LEARNING 
As a total approach to education, problem-based learning (PBL) considers 
both the content and the instructional process of a curriculum (Baig, 2006) 
and has impacted across subjects and disciplines in higher education 
(Gijbels et al., 2005). Endorsed as an educational strategy by the WFME 
(World Federation for Medical Education, 1997) and the WHO (Kantrowitz et 
al., 1987), PBL has become the pedagogy of choice in a number of medical 
and other professional training programmes (Sanson-Fisher & Lynagh, 
2005). Its popularity has been ascribed to renewed interests to improve the 
quality of the adult learning experience (Coles, 1998) and to maximise 
educational learning environments (Dochy et al., 1999; Segers et al., 1999). 
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PBL has also been referred to as action learning, inquiry-based or 
experiential learning. In this context, the learning is organised around the 
investigation and resolution of authentic real-world problems (Torp, 2002). 
While descriptions of PBL emphasise the central position of the student in 
learning, PBL, however, lacks a universal definition of what it constitutes 
(Lueng, 2002). This ultimately led to many curricula being considered PBL 
despite the use of differing methods and emphasis on different aspects of 
learning (Davis & Harden, 1999). 
 
Informed by research in educational psychology, PBL is based on the premise 
that students retain more and learn better when basic science content is 
embedded in clinical contexts and when students engage in social dialogue and 
opportunities for elaboration during learning (Kaufman, 2001). It has thus 
become the approach of choice to train students in skills such as clinical 
reasoning, problem solving and teamwork. From this, students are supposed to 
develop appropriate communication skills in an educational environment that 
sustains their interest in the study of medicine (Des Marchais et al., 1992; 
Schmidt, 1993).  
 
After three decades of PBL instruction at Maastricht, some signs of erosion 
have been reported that indicate the presence of a gap between practice and 
theory (Van der Hurk & Van Berkel, 2002). For example, evidence suggests that 
students’ self-study time has dropped significantly and that they often skip steps 
during the tutorial process that were meant to help them to transform their 
learning. There is also evidence that students struggle to transfer knowledge 
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learnt in the learning situation to practical settings (Van der Hurk & Van Berkel, 
2002). In addition, evidence also suggests that groups taught/facilitated by 
experts are less likely to engage in student-directed discussion (Silver & 
Wilkerson, 1991). In the same way, groups facilitated by non-experts were at 
risk of retaining errors and misconceptions if these were uncorrected (Patel et 
al., 1991).  
 
Other critiques of PBL include reports that dental students experience it as 
stressful and often too difficult (Barman, Jafaar and Ismail, 2006). These studies 
have also reported that students report not being interested in topics that they 
think will not be assessed.  
 
2.3.1 Problem-Based Learning  
Learning in PBL is mainly constructivist in nature. Jonassen (1994) 
characteristically describes constructivist environments as representing the 
complexity of the real world. This method encourages thoughtful reflection on 
experience and emphasizes authentic tasks in meaningful contexts rather 
than abstract instruction in educational context that disregard the relevance 
of training in appropriate professional practice settings. Constructivist-
learning environments additionally support collaboration and knowledge 
construction through social negotiation (teamwork) rather than merely 
requiring learners to reproduce facts (Jonassen, 1994). This, Savin-Baden & 
Major (2004) argue, is reflected operationally when the students make 
appropriate decisions about what knowledge to pursue as learning goals. In 
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particular, the social constructivist view proposes learning as an active 
process in which learners construct new ideas and concepts based upon 
their current and past understanding. This view also holds that knowledge is 
shaped and evolves through participation within different communities of 
practice.  
 
In PBL, the learners rely on their cognitive structures to select and transform 
information (Major & Palmer, 2001). A cognitive structure or mental model 
provides meaning and organisation to the learner’s experience and allows 
the individual (while aided by a facilitator/tutor) to attain a level of 
understanding more advanced than the form in which the information had 
been provided. In this way PBL, as an instructional methodology, advances 
students’ skills in collecting, evaluating and synthesising resources as they 
attempt to resolve a multi-faceted problem (Vygotsky et al., 1962; Vygotsky, 
1978; Bruner, 1986). As an instructional method, PBL further incorporates 
principles of active learning, the acquisition of retrievable and usable 
knowledge and the development of deep learning (Major  & Palmer, 2001). In 
PBL, students work in small teams to explore a problem situation and 
through this exploration examine the gaps in their own knowledge and skills. 
This knowledge will further inform their future learning needs while they 
attempt to resolve or manage the situation with which they have been 
presented (Major & Palmer, 2001). 
 
As an interactive, student-centred, adult learning approach, PBL thus 
promotes deep learning (Barrows & Tamblyn, 1980; Barrows, 1996, 2000; 
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Barrows & Kelson, 2006). It also provides authentic learning experiences to 
students that foster active learning, support knowledge construction, and 
naturally integrate learning with real-life whilst also providing an opportunity 
to integrate disciplines (Boud, 1985, 2000; Boud & Feletti, 1997). These 
concepts will be discussed in more detail in the Chapter 4 on theoretical 
frameworks. 
 
2.3.2 PBL in Medical Education  
In medical education, various disciplines, particularly in the basic and clinical 
sciences, are integrated throughout the curriculum. This integration allows 
students to learn about normal structure and function while they 
simultaneously try to solve clinical problems that require them to apply the 
new knowledge. In this way, learning occurs in relevant context and builds on 
what students already know. This process, in theory, aids retention (Barrows 
& Tamblyn, 1980; Norman & Schmidt, 1993; Schmidt, 1993), adds interest 
(Albanese & Mitchell, 1993; Bligh, 1999) and increases students’ motivation 
to learn (Norman & Schmidt, 1993).  
 
Studies conducted in medical education have suggested that learning and 
teaching in PBL is more enjoyable for students and lecturers (Norman & 
Schmidt, 1992; Des Marchais, 1993; Finucane et al., 1995; Vernon, 1995). 
The learning environment has also been found to be more stimulating and 
humane (Albanese & Mitchell 1993, Norman & Schmidt, 1993) and students’ 
self-directed learning skills are enhanced and retained in supportive learning 
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environments (Barrows & Tamblyn, 1980; Norman & Schmidt, 1993; Vernon 
& Blake, 1993; Finucane et al., 1995; Vernon 1995;). 
 
The use of the case study to direct small groups and self-directed learning 
(SDL) are the fundamental and most identifiable characteristics of PBL 
curricula (Blumberg & Michael, 1991). During the PBL learning process, 
students are engaged as problem-solvers and identify the main problem and 
the conditions needed for a good solution. They pursue meaning and 
understanding to maximise their individual learning goals as self-directed 
learners. In support of the learning, educators function as problem-solving 
colleagues who model interest and enthusiasm for learning while providing 
guidance as cognitive coaches. Educators also function as the creators and 
protectors of the nurturing learning environment that should support open 
inquiry (Torp, 2002). With reference to PBL, the process starts with a real or 
paper presentation of a patient problem in a situation that reflects an 
authentic setting. Students then interrogate the problem in such a way that 
their reasoning abilities and knowledge application are challenged at a level 
appropriate to their learning. Secondly, students identify areas of learning 
that require attention and use these as a guide to direct their individual and 
group study. They then apply their skills and learning to the problem while 
they evaluate and reinforce their decisions through collaborative discussion. 
The learning that result while working on the problem is then finally 
summarised and integrated into students’ existing knowledge and skills 
(Kaufman, 2003; Shin et al., 1993).  
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Students mostly work in groups of approximately six, under the guidance of a 
discipline expert as tutor or a non-expert facilitator. At the NRMSM, a group 
of 10 students is assigned a facilitator (van Wyk & Madiba, 2006). The 
groups use the scenarios or cases as the basis from which to integrate 
theory with professional practice, which challenge students to think critically 
and analytically (Walton & Matthews, 1989). The ‘teacher’ in the PBL session 
facilitates the learning process by monitoring the progress of learners and 
asking questions to move students forward in the problem-solving process 
(Barrows & Tamblyn 1980; Health Professions Council of South Africa, 
1999). In a typical small group session, students identify the main issues, 
share prior knowledge and hypothesise about possible causes and solutions. 
During this collaboration, students formulate individual and group learning 
goals that they explore and research. The students meet at a second session 
during the week where they report on their learning goals, share ideas and 
reach consensus on learning goals identified earlier.  
 
PBL programmes thus focus on both the process and the product of 
knowledge acquisition; incorporate and advocate a change from the role of 
teacher to that of facilitator; and encompass a shift from teacher-led to 
student-driven learning and assessment (Boud, 1985). These developments 
are aligned with the philosophy of PBL that aims to develop self-direction in 
learners and promote a culture of active, life-long professional learning 
(Boud, 1985). There has also been convincing research evidence to suggest 
that PBL fosters self-directed learning skills (Barrows & Tamblyn 1980; 
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Norman & Schmidt, 1993) and that it could aid medical graduates to be life-
long learners).  
 
2.4.1 ASSESSMENT & LEARNING 
Assessment and learning are inextricably linked (Blumberg & Michael, 1991; 
Shin et al., 1993) as students’ perceptions of the assessment requirements 
influence their approaches to future learning tasks (Donner & Bickley, 1990; 
Entwistle, 1991; Headrick et al., 1994; Säljö, 1975; Struyven et al., 2005). 
Effective learners not only have a realistic sense of their strengths and 
weakness, but knowledge of their own achievements help to direct their 
future learning in productive directions (Entwistle & Entwistle, 1992). Since 
assessment remains the single biggest influence on students’ approach to 
learning (Marton & Säljö, 1997; Ramsden, 1997), it thus holds true that 
students’ learning could be enhanced by an improved assessment system.  
 
Students usually employ either a deep or surface approach to learning 
(Gibbs, 1992; Ramsden, 1997). These strategies are not static but constantly 
modified depending on the student’s understanding of the context and their 
understanding of the nature and the demand of the learning task (Struyven et 
al., 2005). Surface approaches describe an intention to complete the learning 
task with minimal effort or personal engagement (Biggs, 1996). This intention 
is often associated with routine and unreflective memorisation and procedural 
problem-solving results requiring a limited conceptual understanding of the 
learner (Entwistle and Ramsden, 1983; Biggs, 1987; Entwistle, 1991). 
Aligned with these learning strategies, Entwistle & Ramsden (1983) and 
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Entwistle & Tait (1990) found that those students who resorted to surface 
approaches for learning often preferred teaching and assessment procedures 
that promoted recall and memorisation. 
 
Deep approaches, on the other hand, are used when learners wish to 
understand and actively comprehend concepts. This approach relates to high 
quality learning outcomes and a deep level of understanding (Entwistle & 
Ramsden, 1983; Trigwell & Prosser, 1991). Learners who engage in deep 
learning have been found to prefer intellectually challenging courses and 
assessment procedures that allow them to demonstrate their understanding 
of material (Entwistle et al., 2001). Students also alter their learning 
strategies depending on their understanding of the context; nature and 
demands of the learning task (Struyven et al., 2005). In this regard, it was 
noted that students sometimes use strategic approaches for learning. While 
this approach usually results from an intention to achieve the highest 
possible score, it was found that students nevertheless used well-organised, 
conscientious study methods and effective time management strategies to 
achieve good results (Trigwell & Prosser, 1991). 
 
What factors do students regard as important for their learning? Irrespective 
of the approach to learning that they may follow, Entwistle & Tait (1995) 
found that students require detailed and sufficient feedback for the 
development of their academic skills. They viewed effective feedback as 
critical to strengthening their confidence and self-assessment skills and 
needed clear guidelines and expectations to plan and direct their learning. 
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They also preferred one-to-one tutorials and the use of logical assessment 
criteria by educators in order to improve their performance and learning 
(Drew, 2001).  
 
Thus, if PBL evolved due to the need of graduates to efficiently solve the 
complex problems of modern society (Entwistle et al., 2001; Gagne et al., 
1993), then its assessment cannot be achieved by the mere measuring of 
factual knowledge and recall (GMC, 1993; HPCSA, 1999). Assessment in 
PBL should also assist learners to identify their strengths and weaknesses in 
a safe learning environment that fosters reflective practices (Engel, 1997) 
that is consistent with learning (Poikela & Poikela, 1997) and most effective 
when directed towards clearly stated learning outcomes (Segers, 1997). In 
practice, this would imply that educators should have a clear list of outcomes 
and criteria for learners to demonstrate mastery in appropriate opportunities 
in the curriculum. Thus, this thesis is informed by the notion that assessment 
drives learning and that in order to be effective, PBL curricula will need to 
encompass appropriate assessment strategies. Assessment tools that 
contribute to the development and assessment of higher order learning 
outcomes (Grönlund, 2003) originated from a desire for learners to increase 
their responsibility and autonomy in learning (Nendaz & Tekian, 1999). 
Although the value of alternative strategies is recognised, they are relatively 
underutilised in higher education but slowly gaining ground in medical 
education (Walubo et al., 2003).  
In order to assess more appropriately in PBL, higher order knowledge and 
skills must be defined and incorporated into the instructional design along 
 52  
with performance assessment (Savin-Baden & Major, 2004) that specifies 
short-term and long-term behaviours that are linked to the students’ 
professional practice. Friedman Ben-David (1999) further asserts that the 
desire to demonstrate what graduates know and can do is common to most 
outcomes-based programmes. This is why a number of PBL schools have 
started to use Miller’s (1990) pyramid as amended by Shumway and Harden 
(2003) to measure assessment outcomes. In conjunction with the specific 
higher order skill to be assessed, the tool suggests possible instruments to 
assess competencies that students should be able to demonstrate at each 
level. While clinical and practical assessments are both included in the 
assessment repertoire, they are conducted independent of the theory 
examinations at the NRMSM. This thesis is, however, only concerned with 






MCQ, essay type, oral… ..
K  (C linical) Context-based tests:MCQ, essay type, oral… ..
h Performance assessment in vitro:OSCE, SP-based test… ..
Performance assessment in vivo:









Figure 1: Miller’s (1990) Pyramid of learning amended by Shumway and 
Harden (2003: 578)  
 
With reference to the pyramid in Figure 1, Norman and colleagues (1985) 
assert that knowledge forms the base of most other outcomes to be achieved 
in medicine. They thus propose the use of the multiple choice question 
(MCQ) format as the best tool to a wide knowledge base. This sentiment is 
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however not always shared. Other authors (Birenbaum & Dochy, 1996; 
Friedman Ben-David, 1999; Verhoeven et al., 2002) discourage the use of 
the MCQ format due to its inability to provide sufficient evidence of students’ 
in situ performance.  
 
Literature on teaching and learning reflects assessment as central to the 
students’ learning experience (Brown & Knight, 1994) and therefore probably 
the single biggest influence on their approaches to learning (Gipps, 1992). In 
this regard, its influence in directing teaching and learning has long been 
demonstrated (Friedman Ben-David, 2000) and assessment’s role in 
improving the quality of the students’ learning experience has been debated 
since the 1990s (Delandshere, 2001, 2002).  
 
The global and national trend to use student achievement for quality 
judgments about lecturers, programmes or institutions has emerged in recent 
years (Davis, 1998; Luckett & Sutherland, 2000; González Arnal & Burwood, 
2003). In the South African context, it is also reflected by the inclusion and 
linking of criterion-based assessments to explicit learning outcomes on the 
NQF. This requires institutions to clearly specify assessment purpose 
statements and criteria to be used for evaluative and auditing purposes for 
each qualification (South African Qualifications Authority, 1998; South African 
Ministry of Education, 2002).  
 
Irrespective of whether assessment is used mainly for teaching, learning or 
quality assurance, it has consistently been identified as the area where 
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curriculum policies and outcomes are most often misaligned. In the UK, 
Knight (2002:107) described student assessment as “the Achilles heel of 
quality”, while the USA based study by Rust & colleagues (2005) noticed the 
tendency to utilise assessment to improve educational programmes.  A 
similar trend emerged in South Africa where the HEQC’s expressed the view 
for assessment practices serve as a key indicator to monitor teaching and 
learning (South African Ministry of Education, 2002). However, if assessment 
practices are to foster critical thinking and drive student learning in a positive, 
comprehensive manner then one needs to question the nature and scope of 
assessment strategies and practices to be used in constructivist, PBL 
contexts. 
 
2.4.2 Assessment in PBL  
The extent to which the PE at the NRMSM fulfils the requirement as a 
formative assessment tool and the manner in which it complements and 
facilitates learning in the context of C2001 (PBL) is investigated in this thesis. 
Angelo (1995:7) defines assessment as “an ongoing process aimed at 
understanding and improving student learning”. The process involves setting 
explicit expectations and criteria and using a systematic method for 
gathering, analysing and interpreting evidence of students’ performance in 
relation to defined expectations. The trend to use assessment for quality 
assurance and evaluative purposes have detracted from its critical role in 
informing student learning and may be the reason why educators concentrate 
on summative assessment practices. The differentiation between the terms 
‘assessment’ and ‘evaluation’ is, however, needed as both are commonly 
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used in educational literature. In this study ‘assessment’ refers to the use of 
systematic method to gather, analyse and interpret evidence of students’ 
performance in relation to defined expectations while ‘evaluation’ refers to 
judgments regarding courses or course delivery. To illustrate, Rowntree 
(1987:4) defines assessment as an attempt to know another person and the 
quality of their learning when he defines assessment as,  
…occurring whenever one person, in some form of interaction, direct 
or indirect, with another is conscious of obtaining and interpreting 
information about the other person.  
 
Assessment practices in PBL should be fair and consistent with how students 
learn. Therefore, in PBL curricula, regular feedback must accompany 
informal and formative assessment practices (Macdonald & Savin-Baden, 
2004). In the South African context, the HPCSA (1999) endorsed the change 
from the use of assessment strategies that focus on factual knowledge and 
recall to approaches that engender problem-solving, professional 
competence, critical thinking and social values. A valid assessment system 
should therefore evaluate students' problem-solving competencies in an 
environment that is congruent with the PBL approach. Assessment in PBL 
should also account for the organisation of the knowledge base and the 
students' problem-solving skills (Segers et al., 2003). Literature exists that 
summarises the principles of good qualitative assessment (Murphy & 
McPherson, 1989). First, scholars and policy-makers believe that multiple 
measures should be used to assess higher order application of knowledge, 
attitudes and skills in the context of patient care (Friedman Ben-David, 2000; 
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Friedman Ben-David et al., 2001; Savin-Baden, 2004; Schuwirth & van der 
Vleuten, 2004). Second, it is suggested that assessment be continuous and 
frequent (Regher, 2004) and that it should provide opportunities for learners 
to demonstrate mastery and competence while offering regular formative 
feedback (Grönlund, 2003; MacDonald, 2004). Third, assessment practices 
should focus less on factual recall and include more strategies for students to 
demonstrate capabilities in areas of self-reflection and meta-cognition (Savin-
Baden, 2004).  
 
Thus, to assess higher order application of knowledge, attitudes and skills in 
caring for patients, van der Vleuten and colleagues (2004) recommended 
that multiple measures and authentic assessment tools be used to gather 
evidence of competence. Activities such as student journals, activity logs, 
peer evaluations and personal reflections are recommended. Students could 
also be asked to evaluate case studies, write and defend definitions, or 
perform and present role-plays or cases to be evaluated by experts (Savin 
Baden & Major, 2004).  
 
Guidelines require institutions to explicitly state the underlying premises and 
the institution’s educational philosophy for student learning and assessment 
(Friedman Ben-David, 2002). Policies should also consider the learning 
environment, the conditions for learning and the ability of the institution to 
train lecturers as fair assessors (Schuwirth & van der Vleuten, 2004). These 
views imply an expanded and more educative use of assessment, which 
emphasises learning opportunities (Broadfoot, 1995). 
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This shift to use assessment to improve learning highlights the importance of 
formative assessment in education (Rushton, 2005) and the use of 
information gathered from formative assessment for improved student 
learning (Scriven, 1991). Summative assessment often refers to the point 
when assessment information is used to inform the final judgement on the 
student’s performance (Taras, 2001). Taras remarks that assessment is 
hardly only used for formative purposes but that diagnostic or summative 
process often succeeds the formative phase. In contrast, formative 
assessment occurs when information and results obtained are used to for 
improve students’ learning (Black & William, 1998b). As such, formative 
assessment methods in PBL should complement the goals of the curriculum 
(Segers et al., 2003) and improve students' understanding, their skills and 
general educational development (Orsmond et al., 1997).  
 
PBL institutions do not always adhere to stated guidelines for assessment. In 
fact, most new PBL medical schools have been struggling with the 
assessment of student learning (MacDonald & Savin-Baden, 2004). Mennin 
& Kalshman’s (1998) research of eight medical schools in the United States 
revealed that changes in assessment often lagged behind curricular 
changes. Their study also revealed that assessment reforms were more 
easily achieved if implemented during the first two years of curriculum reform.  
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Elliot’s (1999) survey of assessment strategies used in PBL curricula in 
Canada, the UK and Australia revealed that assessment still predominantly 
served summative purposes, despite the use of a greater variety of 
instruments since the early 1990s. National regulations for using more 
formative assessment practices have generally been disregarded in countries 
where curricula had been reformed (General Medical Council, 1993; Nendaz 
& Tekian, 1999). A critical review of the literature in the USA also revealed 
that assessment practices seldom matched the philosophy of PBL (Nendaz & 
Tekian, 1999) and that schools lacked consistency, consensus and a uniform 
approach when applying general principles and recommendations of 
regulatory bodies. Schools in the study also reported difficulty in making 
formative practices an official part of the PBL curriculum. This was due to 
inertia of university policies while others cited a lack of resources as a reason 
for non-compliance.  
 
Fowell and colleagues (1999) reported similar findings in a UK based-study 
while Walubo et al., (2003) documented the influence of constraints in 
financial and personnel resources on the use and adherence to alternative 
assessment practices in African PBL settings. A study conducted in Canada 
by Des Marchais & Vu (1996) investigated whether student assessment 
fulfilled its intended goals. In an attempt to assess the reliability and validity 
of assessment instruments the authors compared the data from three classes 
(1991-1993) on three assessment instruments. The assessment formats 
included the multiple choice questions, short-answer questions (SAQs), and 
problem-analysis questions (PAQs). The PAQs consisted of PBL tutor rating 
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forms that assessed students' reasoning, communication and interaction 
skills and their autonomy, humanism and clinical skills. That study found the 
PAQs (written examinations) to have greater content validity in relation to the 
learning objectives of PBL. It further confirmed the necessity to monitor 
students’ multiple skills of learning and applying complex higher-taxonomic-
level content while monitoring and evaluating the program outcomes 
(Friedman Ben-David, 1999).  
 
Despite the increased implementation of PBL, empirical studies have shown 
that the effect of the innovation on student learning has not always been 
demonstrated (Gijbels et al., 2005). Some believe that the difficulty to 
evaluate the effect of PBL stems from its varied implementations (MacDonald 
& Savin-Baden, 2004) as schools greatly adapt the programmes depending 
on available resources, costs and number of students.  
 
2.4.3 Authentic Assessment  
Available literature suggests that PBL emerged out of a desire to improve the 
quality of students’ learning (Gipps & Stobart, 2003; Ramsden, 2003). For 
this reason, it is widely believed that PBL curricula should simulate authentic 
learning (Linn et al., 1991; Haertel & Wiley, 1993) and offer ample 
opportunities for students to interact socially. As discussed in an earlier 
section, authentic assessment tasks are those that closely match the desired 
tasks of practitioners (Broadfoot, 1995). Such assessment would therefore 
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occur in contexts that both simulate the practice environment and encourage 
ongoing learning. 
 
This process is believed to aid the reflection and construction of new 
knowledge and to help students to build on what they already know (De 
Corte et al., 1990; De Corte, 1996; Dochy et al., 1999). To ensure the 
alignment between assessment and the instructional goals, Biggs (1999) and 
Rust et al., (2005) suggest the use of constructivist assessment processes 
that link learning outcomes and learning approaches with assessment 
methods. A constructively aligned course can be achieved, but requires 
educators and students to have identified and to be aware of clear, explicit 
learning criteria and outcomes (Rust et al., 2005). 
 
Innovative curricula increasingly use competence and performance-based 
assessments in the clinical and simulated training settings (Regher, 2004). 
Despite the interchangeable use of terms such as competence, performance 
and authentic assessment, they denote different intentions by researchers.  
For example, Rethans and colleagues (2002) distinguish between 
competence and performance-based assessments by defining the first as a 
measure of what doctors can do in controlled representations of professional 
practice while assessed by a clinical teacher.  The second is seen as 
providing evidence of what doctors do in professional practice while being 
assessed by a simulated or real patient.  
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Authentic measurements assess what students know and can do by using 
tasks similar to those encountered in the world outside schools (Eisner, 
2002). Its value to medical education rests in the ability to measure not only 
factual information, but also the application of knowledge in solving clinical 
problems often encountered in patient care (Schwartz, Burgett, Blue, 
Donnelly, & Sloan, 1997).    
 
The extent to which stakeholders believe that the PE in the current setting is 
an adequate measure of students’ progress and ability to apply higher order 
skills is explored in this thesis. As discussed in Chapter 1, South-African 
medical education curriculum reform has, in the last few years, occurred in 
tandem with wider educational reform towards a more outcomes-based 
(OBE) system of education. The next section therefore considers the role of 
assessment in an OBE system.  
 
2.4.4 Outcomes-Based Assessment  
In an OBE system, the goals and methods of instruction are geared more 
towards the attainment of complex curricular objectives, including evidence 
that learners can manipulate information to solve new problems. For this 
reason, several guiding principles inform assessment practices in education 
in general and in medical education in particular. For Ivic (1992), the value of 
meta-cognition lies in its facilitation of learning when students reflect on the 
processes and the methods used to achieve learning during self-evaluative 
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activities. There is also an awareness to encourage students’ thinking to 
advance deep and meaningful learning (Entwistle, 1993).  
 
If assessment is thus to serve the students more effectively, one needs to 
explore the quality of the learning environment and the extent to which 
pedagogical principles of PBL are reflected in the assessment system 
(Segers, 1996). For this, lecturers need to focus their collective attention, 
examine their assumptions and create a shared academic culture to assure 
and improve the quality of learning in higher education and PBL settings 
(Stefani 2004). In addition, strategies that offer more appropriate feedback 
and learning opportunities for students are necessary (Des Marchais & Vu, 
1996). An educational culture where assessment experiences offer valued 
learning experiences to students is thus required (Gipps and Stobard, 2003). 
As already described, progress testing is the approach advocated to support 
deep learning in PBL medical schools. At the NRMSM, the test had been 
adapted into an examination, known as the progress exam (PE). This thesis 
attempts to address the question of how efficient the PE is for the 
assessment of cognitive or deep student learning at the NRMSM. As such it 
hopes to ascertain the extent to which the PE has been significant in 
assessing outcomes of the curriculum such as life-long learning, problem-
solving and critical thinking. A question that then follows is whether 
guidelines exist that can inform the choices and practices of medical 
educators in PBL assessment. The following section will discuss the PE in 
more detail with particular reference to its appropriateness for assessing 
higher order cognitive skills. 
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2.5 THE PROGRESS EXAMINATION 
The progress examination (PE) at the NRMSM resembles the progress test 
(PT) of the University of Maastricht (Netherlands). A PT is an assessment 
tool that is administered at least three times during an academic year in order 
to measure students’ progress relative to their previous test performance 
(Stefani, 2004; Verhoeven et al., 2005). The test measures the students’ 
incremental gains in knowledge as they progress through the curricular 
phases. The results can provide an overview of the students’ knowledge in 
relation to the performance of their cohort. Ideally, the measurement of 
progress is not limited to incremental gains in knowledge but includes 
developing skills and competencies that require a clear definition of the end 
result and learning outcomes (van der Vleuten et al., 1996). 
 
A large data pool of test questions is needed to adequately supply 
assessment items for the quarterly repeats of the test. Schools are also 
encouraged to use a blueprint that ensures that tests are similar in form 
according to phase and learning objectives (Arnold & Willoughby, 1990; 
Verhoeven et al., 1999; Verhoeven et al., 2002). At schools offering progress 
testing, a dedicated, centrally organised committee ensures that core 
knowledge is assessed and that an equitable standard is maintained for each 
test. The committee also writes and reviews the bank of questions (Arnold & 
Willoughby, 1990).  
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Progress testing can be used for summative or formative purposes. Students, 
however, receive feedback even when the test served summative purposes 
(Friedman Ben-David et al., 2001). The feedback is offered as individual 
student profiles that indicate the students’ performance relative to that of their 
classmates (norm-referenced). The profiles can also be generated to 
compare the students’ performance per discipline or relative to the students’ 
previous performance. 
 
According to test constructors, the major advantage of continuously 
assessing the content of the full curriculum is that it encourages learning and 
understanding as revising for a test is said to be nearly impossible 
(Verhoeven et al., 2005). Proponents of progress testing stress its benefits in 
encouraging life-long and deep learning, its emphasis on functional 
knowledge and the rich feedback opportunities that it offers to students and 
faculty to inform teaching and learning (Albano et al., 1996; Friedman Ben-
David et al., 2001; Verhoeven et al., 2005).  
 
Most medical schools have opted for the use of the multiple choice question 
(true/false) formats for its ability to sample widely on students’ core 
knowledge (Friedman Ben-David et al., 2001). The problem with this format, 
however, is that students are only required to indicate whether statements 
are true or false. The test thus fails to capture students’ reasoning as they 
consider their answers. To overcome this deficiency some schools prefer to 
use progress testing in conjunction with other testing formats (Arnold & 
Willoughby, 1990). Guessing is an additional problem that had been 
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mentioned in this context. Some researchers advocate that one should try to 
restrict guessing by using the SAQs format (Friedman Ben-David et al., 
2001), others suggest an increase in the penalty assigned to incorrect 
answers (Verhoeven et al., 1999). 
 
The use of the multiple choice question formats, however, remains 
controversial. Some researchers argue that factual knowledge represents the 
basis for other medical competencies such as problem-solving and critical 
thinking (Mols & Crombag, 1989; Friedman Ben David et al., 2001; 
Rademakers et al., 2005). They thus consider it impossible to assess 
problem-solving independent of knowledge and so justify the continued use 
of the MCQ testing format in PBL.  
 
On the other hand, researchers such as Barrows and Tamblyn (1980), West 
et al. (1985) and Neville and colleagues (1996) share the opinion that PBL 
cannot and should not be assessed by means of the multiple choice 
questions. They advocate the use of assessment strategies that are 
consistent with how student learning occurs in PBL. They argue that the 
multiple choice question formats rarely assess problem-solving and that data-
driven questions might only assess a part of students’ problem-solving or 
critical thinking skills (Glaser, 1984; Norman, 1988). Those opposed to 
multiple choice question testing believe that it penalises the broader thinking 
student who may see subtleties in questions that escaped question 
constructors. They also argue that the format lacks authenticity, as the 
options for scenarios do not always resemble the organised approach 
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necessary to resolve a particular patient problem (Neville, 1996). The 
multiple choice question formats is also widely believed to only measure 
lower taxonomic levels of knowledge, which would result in inappropriate 
learning (Perkins & Salomon, 1989). Multiple choice based assessment 
instruments is said to lack face validity and provide little evidence of students’ 
success in clinical practice (Grönlund, 2003). A valid test requires the 
selection of an appropriate testing format to assess the competencies aimed 
for by test designers (Moss, 2001). This is especially evident when looking at 
the criticism levelled and experience with the PT in the Netherlands. 
Weaknesses evident in the Netherlands system stem from difficulties 
encountered in identifying core content (Mols and Crombag, 1989) 
restrictions imposed by central test development; screening of test items 
(Mols and Crombag, 1989; van der Vleuten et al., 1996); and the challenges 
of trying to produce tests of similar difficulty (Wolleswinkel, 1989). For ease of 
marking and practicability the use of computer marking has restricted the 
students’ responses to the multiple choice question formats (Case et al., 
1991; Driessen & van der Vleuten, 2000). 
 
There are a number of important decisions to be taken by schools upon 
implementing progressive assessment strategies (Verhoeven et al., 2005). 
These relate to the use of norm- or criterion-referencing, negative or number-
right marking and the degree of weighting given to more recently covered 
outcomes (Muijtjens et al., 1998). The test has been used and adapted in a 
number of contexts and for varied purposes since its 1980s implementation 
at the medical schools of the University of McMaster, Canada (Friedman 
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Ben-David et al., 1987) and the UM, Netherlands (McHarg et al., 2005). It 
has been used to compare the knowledge levels of international students for 
benchmarking purposes (McHarg et al., 2005; Verhoeven et al., 2005) and to 
define a core curriculum by focussing on the minimum competence needed 
by students for graduation (Blake et al., 1994). Researchers also 
experimented with progress testing linked to free-text responses (Friedman 
Ben-David et al., 2001) and short- answer responses (Verwijnen et al., 1982). 
It is, however, important for the PE to remain true to its nature. In McHarg 
and colleagues’ (2005) view the progress test to continue to measure 
students’ progress. To achieve this goal, it persistently has to include and 
assess content covered and passed by students in previous years. This was 
one of the most contested factors by the students at the NRMSM when 
modularisation was introduced. This is discussed in more detail in Chapter 6.  
 
2.6 SUMMARY AND CONCLUSIONS 
The literature reviewed in this chapter provides insight into several factors 
that facilitate and hinder successful curriculum reform in the medical 
education. Literature from developing countries indicates that successful 
reform depends mainly on the extent to which innovations can be adapted to 
meet local contexts. This adaptation must consider contextual factors such 
as resources, skill, and organisational culture as such factors play a critical 
role in the successful integration. Lecturers also need to understand, commit, 
and strive to incorporate the aims of PBL in their teaching practice. 
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Another important aspect gleaned from the literature, is the extent to which 
PBL implementation is informed by constructivist perspectives in teaching 
and learning. It requires attention to a variety of aspects including the 
effective use of the learning environment for social interaction and active 
exchange between lecturers and learners.  
 
Designing appropriate assessment strategies should thus be central in 
developing a sustainable curriculum reform. Assessment for PBL should be 
designed and monitored appropriately (Shumway & Harden, 2003) since 
poorly conceived assessment programmes reinforce learning strategies that 
are antithetical to of PBL. These authors reiterate that a systems-based and 
integrated approach to assessment is needed where the reciprocal 
relationship between assessment and learning should determine the design 
of the system.  
 
Designing a suitable system is also not a once off process. It would need 
continual maintenance, upkeep and review to develop a cyclical process of 
refining policy and practice to establish an effective system (Fowell and 
colleagues, 2000). Despite available guidelines and recommendations for 
assessment in PBL, literature seems to indicate that PBL schools struggle to 
adhere to stated guidelines. It was also difficult to compare PBL institutions 
because of the varied degrees and styles of PBL implementation.  
 
 69  
Studies in developed countries have reported a lack in consistency, 
consensus and uniformity in how principles and recommendations have been 
adhered to in PBL settings. In addition, PBL schools struggle to incorporate 
formative assessment strategies in their programmes. Some ascribe this to 
inertia resulting from slow change in university policies while others cited a 
lack of resources as the main reason for the non-compliance with guidelines 
and recommendations. In their UK-based study, Fowell & Bligh (1999) 
reported similar findings while a study by Walubo et al. (2003) noted that PBL 
implementation in resource constraint African settings are severely 
constrained by financial and personnel constraints. Schools in developing 
countries also seem to find it challenging to adapt advances to local 
conditions.  
 
Thus, the research questions I asked in this thesis are premised on the broad 
question: What are stakeholders’ understandings of the PE and how have 
they experienced its implementation and its suitability for assessing students’ 
cognitive abilities in the context of PBL? In particular, the study addressed 
the following questions: 
1. What educational principles influenced the adoption and 
implementation of the Progress Examination (PE) in the context of 
PBL at the NRMSM?  
2. What are the stakeholders’ understandings of the nature, principles 
and goals of the Progress Examination and its suitability for 
assessing students’ cognitive learning in the context of PBL?  
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3. What are the experiences of stakeholders of the implementation of 
the Progress Examination (PE) and the factors that shaped it? 
 
This case study of the NRMSM is, however, the first to report adaptations 
when the number of examinations (PEs) per academic year had been 
reduced and when these favoured more recently studied content. At the 
NRMSM, where the PE was adapted so that students would score 80% of 
their mark from the content of the semester, it is believed that students’ 
learning behaviour demonstrated surface and strategic learning which is 
contradictory to the aims of the curriculum. The extent to which students 
believed that they received sufficient feedback to improve their learning is 
another area that this thesis wishes to address. In addition, to what extent 
are medical educators, whose training has largely been outside the field of 
education, been prepared as assessors in PBL and outcomes-based 
contexts?  
 
In the next chapter, I present a description and analysis of the setting and the 
curriculum of this study. 
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CHAPTER 3 
THE RESEARCH SETTING 
 
3.1 INTRODUCTION 
This case study intended to investigate stakeholders’ perceptions of the 
implementation and adaptation of the PE in the context of the problem-based 
curriculum at the NRMSM at the UKZN. This chapter aims to provide a 
description of the setting, educational programme and social conditions in 
which the curriculum change process was implemented.  
 
The first part of this chapter presents a brief historical overview of the school 
and its position in the region to shed light on its educational decisions and 
practices as they relate to curriculum and assessment decisions. It 
introduces the complexity of the research setting in terms of the physical 
structure, staffing and the continued tensions of teaching and service 
commitments. The second part presents an overview of the governance and 
formal decision-making structures in relation to the undergraduate medical 
degree. The final part of the chapter provides the differences between the 
traditional and PBL curricula and reasons for the study.  
 
3.1 HISTORICAL OVERVIEW 
Medical education and training in South Africa started in 1912 at the 
University of Cape Town (UCT). Subsequent medical faculties were soon 
established at the universities of the Witwatersrand (Wits), Stellenbosch and 
the Orange Free State but these institutions were exclusively for White 
students and the medium of instruction at the three latter institutions 
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exclusively Afrikaans (Ncayiyana, 1999). Black students gained access to 
medical training, in token numbers, at the so-called ‘open universities’ of UCT 
and Wits but even this limited intake of Black students was opposed by 
apartheid legislation. In 1951, the exclusively White, University of Natal, in 
direct defiance of government policy, created a medical school exclusively for 
the training of Black students (Ncayiyana, 1999). The School enrolled its first 
cohort of 35 students in 1952, and soon acquired a distinguished academic 
reputation (Ncayiyana, 1999). The school is located adjacent to King Edward 
Hospital VIII (KEH VIII) in Durban, which served as main teaching and 
training facility for nearly five decades. For more than two decades and until 
the opening of the Medical University of South Africa (Medunsa) in 1976, the 
School served as the only medical training facility exclusively to train Black 
students8 (Noble, 1999). Medunsa, as a government institution for Blacks, 
however, bore the stigma of being an Apartheid institution (Ncayiyana, 1999). 
 
The rise of the NRMSM was thus not without difficulty. Noble (1999) explains 
that the School’s defiance of the Apartheid government’s philosophy of 
providing substandard training for Black medical students created difficulties 
and tension with government, and within the School itself. Its location in a 
previously demarcated ‘White’ residential area added to the ongoing attempts 
of the apartheid government to relocate it to a more appropriate site that 
matched the separate training and accommodation policies of the time. The 
School became renowned for its politically sensitised student body that often 
voiced and demonstrated its discontent with the apartheid regime. It also 
                                                 
8  In the South African context “Black” refers to students of African Black, Indian & 
Coloured origin.  
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became known for producing the country’s first Black medical graduates and 
academics, under less than optimal conditions and notwithstanding its 
controversial political history. Many of its graduates proceeded to occupy 
prominent positions in the post-apartheid government and academic 
institutions (UKZN Publicity Office, 1999).  
 
The neglected state of the School’s training hospital site [The King Edward 
KEH (VIIII)] stemmed from being associated with providing medical care 
predominantly to the Black population during the apartheid era. The general 
state of the building and upkeep of the site were often in contradiction with 
the ‘world class’ quality of service provided by a well-respected teaching and 
training site. The hospital’s condition was often publicly discussed as it 
highlighted the gross inequalities that prevailed in state-funded Black health 
care as compared with that offered to other racial groups or in the private 
health care sector at the time (UKZN Publicity Office, 1999).  
 
To illustrate, one of the first female graduates can remember how a disused 
army barracks in Wentworth (an apartheid Coloured township) served as 
both the residential and lecture venues during the early years of the 
programme. She recalls numerous attempts of the apartheid government to 
separate students into racial groups. These attempts were increased after 
the University of Durban-Westville was established to educate Indian 
students. She believes that the previous government ignored the 
maintenance and upkeep of the School site to spite students and staff who 
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did not adhere to the Apartheid Nationalist philosophy and policies (Personal. 
comm. April 2006).  
 
For nearly five decades, and despite years of political harassment, 
inequitable state funding and a chronic lack of human resources, space, 
facilities and equipment, the Medical School established a national and 
international reputation for academic rigour and an unwavering commitment 
to the community it served (Noble, 1999). The significance of its reputation 
has been ascribed to the traditional, didactic methods used since the schools’ 
inception (Naidoo, 1976). Before 2000, medical education at the School, like 
those offered in the rest of South Africa, followed a traditional system where 
three years of training in preclinical subjects were followed by three years of 
clinical education and practice mainly in large teaching hospitals (De Villiers 
& De Villiers, 1999). Those skeptical of the PBL reform process often cited 
the School’s reputation and tradition of excellence, gained through the 
traditional programme, as justification for their resistance to curriculum 
reform. To illustrate, with reference to C2001 implementation, staff often 
asked, “Why do we need to fix something that is not broken? I studied here 
and there is nothing wrong with me or my medical skills” (Dr M, Internal 
Medicine, Facilitator training session, April 2002). 
 
Thus, influenced by the global trend in medical education reform (World 
Federation of Medical Education, 1998), the Health Professions Council of 
South Africa (HPSCA) (1999) has provided guidelines for the teaching and 
training of undergraduate students. They suggested that the curriculum 
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should include early clinical exposures and a multidisciplinary approach to 
health care. Also advocated were the emphasis on professional competence 
and the cultivation of specific social values such as sensitivity to cultural, 
racial, language, gender and religious differences in learners (HPCSA, 1999). 
In the South African setting, the HPCSA also advocated the use of 5-year 
problem-based learning training, which incorporated principles of student-
centered and self-directed learning. Most of the eight medical schools in 
South Africa have embarked upon curriculum review processes to achieve 
these goals. While the NRMSM opted for a PBL curriculum and the former 
University of Transkei implemented a community-based curriculum (Meel, 
2003), the Afrikaans medium medical schools implemented mainly cosmetic 
changes.9 The University of Cape Town changed their programme to reflect 
a primary-care approach (Ncayiyana, 1999) but essentially retained most of 
the traditional structure. Strategically, however, the Department of Health 
was under a lot of pressure to produce medics for the rural areas of South 
Africa. The medical schools of the former universities of the Transkei and 
Natal (who had the highest intake of Black medical students) were asked to 
increase their student input by the Provincial Ministry of Health to supply in 
the demand for medical doctors in these provinces. 
 
3.2. SOCIO-POLITICAL CONTEXT 
 
As described in Chapter 1, the planning and the implementation of C2001 at 
the NRMSM coincided with a number of post-apartheid initiatives in 
education and health that posed major challenges for medical education 
                                                 
9  Prof Nel, keynote address, HPCSA conference Bloemfontein 2002 
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(Department of Education, 2002; Government Gazette, 1998; Karim, 2004b; 
South African Ministry of Health, 2004). In an attempt to produce more Black 
medical graduates following 1994, the number of students enrolled for 
medical training increased dramatically from 28% in 1994 to 60.3% in 2001 at 
the eight medical schools in the country (Karim, 2004a). With the 
restructuring and transformation in Further and Higher Education being 
considerably slower than in the general education and training phase, 
secondary schools were still reeling from decades of inequitable funding and 
staffing. This presented considerable challenges to tertiary institutions in 
terms of student selection. These and other inequalities placed considerable 
responsibility on tertiary institutions to ensure students became self-directed, 
adult learners (van Niekerk, 1999). These revised entrance criteria, along 
demographically representative lines, affected learner diversity, ethnicity and 
academic preparedness of students. 
 
Concomitant with restructuring in higher education has been the adoption of 
the district health system in an effort to redistribute health care resources 
from better-resourced hospitals to poorer, often more rural primary health 
care facilities (South African Ministry of Health, 2004). In Ncayiyana’s 
(1999:714) opinion,  
the redistribution has been too quick and too deep, throwing academic 
hospitals into chaos and resulting in random, drastic and often 
crippling staff and service cuts.  
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The resulting excessive service loads and resource shortages have led to 
losses of personnel, which have negatively influenced academic faculties 
both in terms of teaching and research (Ncayiyana, 1999; Kent & Gibbs, 
2004). At the NRMSM, the decommissioning of KEH (VIIII) seriously affected 
the education and training of medical graduates and the faculty structure. 
This decision affected the placement of academic staff, which used to be 
within walking distance of their teaching sites and were now serving in 
peripheral hospitals in the wider Durban Functional Region (DFR). It also led 
to increased difficulties in timetabling and increased travel costs for staff and 
the faculty who then needed to transport students to the peripheral training 
sites.  
 
During 2002-2004, the national Department of Education spearheaded the 
merging of Higher Educational institutions in an attempt to promote 
demographic, cultural and social integration. The merger of the School of 
Medicine (of the former University of Natal) with the faculty of Health 
Sciences (of the previous predominantly ‘Indian’ University of Durban-
Westville) resulted in the incorporation of NRMSM into the Faculty of Health 
Sciences and accommodated other allied health professions. In some 
instances, some departments and staff (who had previously exclusively 
trained medical students), had been relocated and shared across campuses.  
 
The merger displaced a great number of staff that formerly taught on the 
programme while the functions of the Medical Education Development unit 
became incorporated into SUME. The merger has seen at least some 
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members of staff now teaching and commuting between at least two of the 
five multi-campus sites and cross-campus collaboration and reliance on 
private practitioners for teaching became the norm. The NRMSM’s operates 
from the University of KwaZulu-Natal’s Umbilo road campus, but students are 
trained in many hospitals and clinics in the Ethekwini, greater Durban 
Functional region (DFR), Pietermaritzburg and some rural hospitals and 
clinics. 
 
In view of the South African Government policy to “transform higher 
education as part of the broader process of South Africa’s political, social and 
economic transition, to achieve equity” (Government Gazette, 1998:9), 
universities adjusted their student intake of Black students and devised 
policies to improve their success rate. These initiatives led to a larger and 
more diverse student body, a further lack of facilities for small group teaching 
in the initial years, the disillusionment of staff and the establishment of a 
prestigious research facility for medical scientists. A massive exodus of staff 
to the private sector occurred, which left a large number of academic 
vacancies at the School. 
 
PBL implementation further proved to be resource-intensive requiring library 
facilities and small group teaching facilitators and venues. These 
requirements were not necessary for training in the traditional programme. 
Faculty facilitators, initially paid during the phasing in of the PBL programme, 
became disillusioned when the payment ended in 2004. Many faculty-based 
clinical facilitators argued that it was not feasible for them to commit 
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themselves to the four-hour sessions for a period of six weeks, especially as 
many had to travel long distances to get to the School thereby leaving their 
patients unattended or having to buy additional staff to keep their practices 
running. Members of staff overseeing the clinical years were also involved 
with the provision of health care services to hospitals in the greater DFR and 
as far as the Pietermaritzburg and Greytown areas, a distance of more 100 
kilometers away.  
 
Teaching in the clinical years, while mainly based on the apprenticeship 
model, still meant that students accompanied clinicians on hospital rounds. It 
became impossible for clinical staff and students to adhere to a PBL 
timetable since clinicians were also expected to continue with their clinical 
work while they engaged in bedside teaching. This resulted in only a few 
clinicians becoming available to act as facilitators, lecturers or assessors 
during the first four years of the programme. Predictions in the 1999 
feasibility report, which proposed that staff would increasingly become 
available to teach in the PBL curriculum concurrent with the phasing out of 
the traditional curriculum, did thus not materialise. The lack of visible clinician 
input led to the perceptions that Medical Scientists were then the main 
lecturers involved in the training of the medical students. This perception 
created a lot of unease amongst the students, who pressurised the faculty 
leadership to ensure greater interaction and contact with clinical lecturers. 
The Dean was, however, hesitant to mandate increased teaching, as he 
believed that it would demand a change in the job descriptions of clinicians 
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who were familiar with teaching in the traditional programme. This issue will 
be revisited in Chapter 6. 
 
3.3. STUDENTS  
Using Apartheid racial categories, the School had admitted mainly African, 
Coloured and Indian students since its inception. The intake of White 
students was prevented by threats of subsidy losses in the early apartheid 
years and small numbers were admitted from 1995, after the country’s first 
democratic elections. The current cohort of students is thus representative of 
the demographics of the province. The first year student intake more than 
doubled in the first ten years after the 1994 elections.  The NRMSM still 
follows a quota system for student admission. The student population 
comprises 69% African, 19% Indian, 9% Coloured and 3% White, 
respectively.  
 
Student intake was a critical factor since a feasibility study (1999) [Appendix 
L (I)] conducted by the Director of the Medical Education Unit (MEDev) and 
the Steering Group of the Curriculum Development Task Force (CDTF) 
recommended the capping of a 100 students per year to allow for the overlap 
of curricula. This was recommended as the PBL curriculum is one year 
shorter than the traditional curriculum, which would have resulted in a double 
final year class in 2005. The capping of the student numbers did, however, 
not materialise and the School had to cope with limited physical and human 
resources, and a double load of students. For example, in 1995 the number 
of first year students was 102 while it rose to 215 in 2005. The final year 
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class also doubled in size since both the traditional and the PBL curricula 
culminated at the same time. 
 
3.4. STAFF  
 
The NRMSM of the former University of Natal has merged with the schools of 
Faculty of Health Sciences of the former University of Durban Westville to 
form the College of Health Sciences.  The NRMSM has about 304 permanent 
academic staff members and 228 permanent support staff members (June 
2005). Members of staff with teaching interests are usually nominated by 
their colleagues to serve on the Undergraduate Committee (UG). The 
committee deals with issues relating to the Bachelor of Medicine and 
Bachelors of Surgery (MBChB) degrees offered to undergraduate students. 
These include issues of student recruitment, admissions, support, curriculum, 
teaching and learning, assessment and evaluation. The UG committee 
generally makes recommendations on these issues to the faculty board.  
 
Not all the members of staff who teach on the MBChB programme are 
university employed. Up to 70% are employed by the provincial KwaZulu-
Natal’s Department of Health. Service conditions of these members differ 
greatly from other university employees. The provincial members of staff play 
a significant role in the training and supervision of students at the district 
hospitals. The training of students therefore requires a substantial degree of 
collaboration between the provincial hospital-based staff and the staff based 
at the school. Attempts to regulate and formalise a working agreement for 
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jointly appointed staff negotiated by the Faculty management and leaders in 
the Provincial department of Health, have not been successful. 
 
The members of staff at the district hospitals have considerable service loads 
and do not serve on the faculty decision-making committees, which often 
leave them out of the decision-making loop. Coinciding with the 
implementation of C2001, a decision was taken for all members of staff to be 
trained and oriented in the principles of PBL.  This decision was enforced for 
all new appointment staff to the school but could not be enforced for those on 
joint appointment conditions of service. Some voluntarily underwent the 
facilitator-training course but often did not use the skills to facilitate on the 
course.  
 
Differences between University and Department of Health employees 
included the extent to which they could pursue their research interests, 
attend conferences, remission of fees for further studies and the option of 
faculty board membership. Prior to 1990, the decision-making powers 
resided mainly with the Heads of Departments who served on the Faculty 
Board. After 1990, the Faculty Board was re-constituted to a conflated board, 
allowing full time members of staff to participate in decision-making. These 
different conditions excluded many provincial government employees from 
decision-making at the School.  
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The HPCSA have strongly recommended that staff at medical schools 
should, in addition to clinical qualifications, also have educational 
qualifications (HPCSA, 1999). This was deemed necessary because of the 
poor pass rate of medical students and the complaints about the quality of 
teaching at many medical schools. Previously it was accepted that most staff 
at medical schools could teach, albeit without any teaching qualifications. At 
the time of data collection for the 2005 HPCSA accreditation audit, only 10 of 
the 304 full-time university employees had formal educational qualifications 
(HPCSA Accreditation report, 2005).  
 
3.5 ORGANISATIONAL STRUCTURES  
 
Prior to 2001, the NRMSM was organised into 33 departments, each with its 
own head. Each department retained autonomy over the content of their 
curricula, their teaching methods, the number of staff employed and the goals 
and format of their assessment. Staffing, especially in the clinical 
departments was the joint responsibility of the provincial KwaZulu-Natal 
Department of Health and the then University of Natal with most members of 
staff formally employed by the former for the services that they provided in 
the academic hospitals. Some staff members were also jointly appointed with 
a portion of their salary being paid by the university. Many staff members and 
departments, nevertheless, secured research grants and became 
internationally renowned for their contribution to academic research (UKZN, 
publicity office, 1999). The university received considerable accolades for 
these research profiles and increased the incentives for research (i.e. 
financial reward and academic promotion). 
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Functioning in the Medical Education Development unit (MEDev) entailed 
interacting with volunteers from the other departments of the faculty to 
construct the themes and assessments and also to provide staff training in 
support of PBL. During the first four years of C2001 implementation, I served 
as an education consultant, staff developer, assessment coordinator and 
evaluator. From 2004, I was assigned to the evaluation function of SUME into 
which the Medical Education Development Unit was incorporated. Staff in the 
‘virtual school’ was, apart from the facilitation and staff training, not directly 
responsible for the teaching and delivery of the MBChB programme. As the 
programme is now implemented, SUME currently employs about twenty full-
time members of staff that coordinates the activities of the 5-year 
programme. 
 
By 2005, after the merger with UDW, the six main clinical departments of the 
NRMSM became housed in the College of Health Sciences as schools. A 
number of previous departments merged into new units to form schools. 
These included the School of Surgical disciplines; Laboratory Medicine; 
Clinical Medicine; Family Medicine; Public Health and Undergraduate 
Medical Education (SUME). A ‘virtual’ School of Undergraduate Medical 
Education (SUME) coordinates the activities of students and staff in relation 
to the undergraduate MBChB programme. This means that academic 
members of the SUME contribute to the coordination of the undergraduate 
learning as well as staff development and training, but are not directly 
responsible for teaching on the MBChB programme. For C2001 
implementation, academics from various departments are jointly required to 
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participate in decisions on teaching and learning while co-constructing 
themes in an integrated, system-based interdisciplinary manner. A structure 
to administer and coordinate the activities of the undergraduate medical 
programme was planned but only institutionalised in 2003, despite the 
curriculum implementation of C2001. The School of Undergraduate Medical 
Education (SUME) serves mainly a coordinating function with a focus on 
educational activities for staff and faculty development, curriculum planning, 
evaluation and quality assurance. 
 
The Department of Health of the province of KwaZulu-Natal is now 
responsible for almost 50% of the human resources budget and academics 
attached to the school spend nearly 80% of their time on service 
responsibilities in the provincial hospitals (Deans report, 2006 Strategic 
planning). While the medically qualified members of staff generally earn 
much higher salaries than other academics, the salaries are still much lower 
than their medical counterparts in private practice. This has resulted in many 
medically qualified academics being lured into private practice where 
conditions of service are much more favourable than in the public hospital 
setting (Karim A, 2004b). Due to the differing conditions of service of staff 
either on full-time university employment, joint appointment or totally 
provincial government employment with an option to consult in private 
practice, there are huge discrepancies in salaries between the different 
groups of employees. The significance of this factor in the study is that 
doctors, as professionals, have enjoyed a great degree of autonomy over 
their time and activities. Their training prepares them to a great extent to 
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make individual decisions and they often set up practice where they have 
sole control over their time and activities. Doctors who choose teaching at a 
medical school as a career are normally those who enjoy the interaction with 
students and who want to provide a service to their alma mater. However, 
such factors as the inequitable remuneration for research and patient care 
over teaching will make them reflect on their choices and might have led to 
the increased vacancies in various academic departments. The morale 
amongst the remaining workforce would then also have decreased as they 
often work for longer hours to manage the patients in their care, while in 
addition also sharing the teaching loads of their departments.  
 
3.6 LEADERSHIP AND GOVERNANCE 
 
The implementation of the integrated PBL programme required the 
establishment of a central structure to facilitate the coordination between 
various departments that now worked together to produce and present the 
‘themes’. Prior to the establishment of the School of Undergraduate Medical 
Education (SUME), the coordination function was assigned to an 
understaffed (three full-time members of staff) MEDev unit. While the director 
of the Unit spearheaded the feasibility study and the design of the 
programme, a university decision to enforce the retirement age at 60 for all 
members led to his retirement while C2001 was only in the third year of 
implementation. He was further informed that his accumulated leave would 
be forfeited if not taken before retirement. This led to him taking long periods 
of leave during to C2001 implementation.  
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The establishment of SUME did not alleviate the critical staff shortages, as 
most positions needed for the year coordinators, facilitators and assessors 
were filled by volunteering faculty and provincial government staff. While it 
was initially believed that administrative support staff would become available 
to the SUME, this did not materialise and most departments took on 
additional teaching loads in other teaching programmes or special research 
initiatives. The Dean (2001-2004) additionally believed that staff could not be 
compelled to teach in the PBL programme, as it would alter their job 
descriptions, implying that they had not been employed to facilitate. This 
stance further destabilised the implementation process as those who 
volunteered realised that other staff members were much less involved in the 
running of the programme and with little consequence. Despite the focus on 
the coordinating and largely administrative duties during the first five years 
while student and facilitator manuals, examinations and theme evaluations 
were prepared and administered by SUME, the NRMSM only made one 
permanent administrative support appointment in 2001 and another assistant 
became available from the Medical Science Department (2002). Since 2003, 
at least eight temporary administrative support staff members rotated through 
SUME. This made planning difficult, as new staff constantly needed training. 
In addition, one had to be sure of where documents and files were saved, 
which led to most academic staff performing most of the administrative duties 
themselves. The constant flow of the administrative staff was mainly due to 
the merger.  In an effort to ensure greater integration of staff across the 
campuses of the university, staff declared in excess from other schools and 
campuses were to be integrated across various campuses so that the staff at 
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the NRMSM would become more representative of the black population. In 
2008, this process remains incomplete. The constant flux of staff caused 
instability during the running of the programme as most administrative staff, 
appointed for only three months used the time to seek more permanent 
employment. 
 
The Dean was appointed mid-way through the planning phase of C2001. In 
August 2001, the faculty appointed a Deputy Dean to lead the curriculum 
reform. The Deputy Dean left in January 2005 when he accepted 
employment elsewhere. The Dean showed great enthusiasm for the research 
initiatives of the faculty and secured funding for an excellent on site research 
facility. Similarly, he explored options to relocate the undergraduate teaching 
programme to alternative sites to free up space to house additional research 
units. In my opinion, this overt bias of the Dean emphasised the “Cinderella 
status” of teaching in the faculty. With promotion often linked to the size of 
research grants and research outputs, members of staff came to view 
teaching as the less respected and rewarded option. His comments often 
indicated his unease with the new philosophy of PBL and he failed to 
encourage greater clinician support for C2001. He often blamed those who 
conducted the feasibility study for not foreseeing the difficulties of 
implementation caused by the restructuring of the higher education sector 
and the Department of Health.10 This thesis asserts that his inability to 
motivate the members of staff to ensure that their creative energies were 
channeled in a positive direction, could have led to the situation where 
                                                 
10  Personal communication when the Dean addressed staff at SUME, Aug 2003 
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skeptical members of staff felt free to criticise the programme. Such 
behaviour eventually would have demoralised the students and staff who 
may have otherwise supported the reform.  
 
The fact that the Dean only joined the School after the decision to implement 
the curriculum change had been taken, might also have contributed to his 
pessimism. The Deanship of this school is, however, a difficult position. 
Although a 5-year term has been specified for deanship, very few Deans 
have managed to serve for the full duration. During the past five decades, the 
School has had 15 deans with the average term of three years being served. 
The table below provides a summary of how often this position had changed 
at the school. 
 
Table 1: Deans’ tenures at the NRMSM  
  
Dates  Tenure 
in years 
Dean 
1950-1952 2 Dr. A  (Acting) 
1952-1955 3 Prof. B  
1955-1971 7 Prof. C 
1974-1975 1 Prof. D 
1976-1977 1 Prof. E 
1978-1981 3 Prof. F 
1982-1983 2 Prof. G 
1984-1986 4 Prof. H 
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1987-1988 1 Prof. I 
1989-1990 1 Prof. J 
1990-1992 1 Prof. K 
1993-1998 5 Prof. L (Acting) 
1999-2000 2 Prof. M 
2000-2004  4 Prof. N 
2004-2006  1 Prof. O 
2006-2008 2 Prof. P 
 
 
The reason why it is necessary to reflect on the leadership is because 
lecturing staff often compared the current Dean to his predecessors who 
some believed to be more supportive of reform. With students at the school 
being very politically aware and expressive, recent deans are reputed for 
being too “soft and accommodating towards students”. (Dr S, Field notes 
following student curriculum conference, September 2004). 
 
3.7. THE ACADEMIC PROGRAMME PRIOR TO 2001 
 
The teaching programmes delivered by departments were well entrenched 
prior to C2001 implementation. University publications from the 1970s and 
1990s shows that very little structural changes had been made to the 
traditional programme since the inception of the School in the last 20 years. 
The main differences between these curricula were in terms of additions and 
the duration of the programme as new information became available and as 
the clinical knowledge base expanded.  
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Most members of staff started their teaching careers in the latter years of 
their medical training while they were registrars and consultants with little or 
no educational qualifications. They based their teaching methodologies on 
the ways in which they themselves had been taught. The teaching 
programme thus evolved slowly over time. According to Prof N (theme head, 
CDTF & Assessment group member), some members of staff were more 
interested in teaching than others. Rewards for teaching were not as public 
and prestigious as those for research. This was in part due to the fact that 
they did not always publish their educational research as extensively as the 
Scientists with whom they competed for promotion at the School (Personal 
communication, 17 September 2002). 
 
Table 2: Curriculum Structure in 1976 (Naidoo, 1976) 
 
Preliminary year 
English 1  
Sociology 1 
Psychology 1 
History 1  
Botany 
Chemistry  
Physics and Zoology  




Botany 1  
Chemisty 1  
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Table 2 illustrates the structure of the Bachelor of Medicine and Bachelor of 
Surgery (MBChB) course offered during the first twenty-five years of the 
School’s existence while Table 3 below illustrates the structure of the 
curriculum offered just prior to the implementation of PBL curriculum.  
 
Table 3: A representation of the structure of the Bachelor of Medicine 
and Bachelor of Surgery (MBChB) Degree in the traditional didactic 





Community Health 1 
Introduction to Physiology 
Introduction to Anatomy 
Skills and concepts of Medical Studies  
Emergency Care/Basic Ambulance course 
Computer course 
Zulu for Beginners  
Fourth year 
Community Health 2 
Chemical Pathology 




Obstetrics and Gynaecology 1 
Paediatrics 1 
Psychiatry 1 
Family Medicine 1 
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Second Year 
Human Anatomy 
Physiology (Histology, Physiology and 
Biochemistry) 





Obstetrics and Gynaecology 2 
Paediatrics 2 
Psychiatry 2 





Behavioural and Social sciences 2 




Obstetrics and Gynaecology 3 
Paediatrics 3 
Psychiatry 3 
Family Medicine 3 
 
The traditional programme was entrenched in its comprehensive structure 
and detailed teacher centered approach. Topics were taught in accordance 
with the disease index of the Medical textbook, which gave students and staff 
great satisfaction, that the content was duly covered or taught to students. 
The weakness of the traditional programme was that it did not pay sufficient 
attention to whether students learnt but that the approach used assumed 
teaching to be synonymous with learning. The amount of detail and some of 
the topics covered were sometimes of limited relevance and value to the 
South African setting as some of the diseases were not common to South 
Africa or the KwaZulu-Natal region. The information explosion further saw 
efforts of staff to add more detail to an already overloaded curriculum, which 
made learning for understanding a near impossibility for students. 
Memorisation and rote learning thus became the strategy of choice as 
learners tried to cope with the increasing amount of detail. Traditional 
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teaching also entailed the teaching of students during clinical ward rounds. 
The teaching of clinical cases and diseases were also done in an 
opportunistic rather than systematic way as the lecturers had minimal control 
over the scope and incidence of diseases that patients would present with at 
the training hospital. 
 
The integrated PBL curriculum uses a variety of real or paper-based patient 
problems as the starting point for learning. This ensures that common and 
relevant diseases are identified and included in clinical lessons. Previously, 
clinical lecturers enjoyed the closeness of being a feared subject expert that 
“put students on the spot” (Dr B, interview, May 2003) for their 
misconceptions. Clinical lecturers were also at peace with the fact that 
students matured over 2-3 years while exposed to subjects such as Biology, 
Chemistry, Anatomy and Physiology before being exposed to any clinical 
content.  
 
A major shortcoming of the traditional system was that students became 
demotivated during the first three years of training as it showed little 
immediate relevance to the profession (Frame & Seneque, 1991; Olmesdahl 
& Manning, 1999).  Linked to the technological and information explosion, the 
medical curricula became rather overcrowded as new content was added. 
Students, who struggled with learning faced exclusion from the school and 
many remaining unqualified, even after having accumulated substantial 
amounts in study expenses. Despite an increased intake of Black students 
into South African medical courses since 1994, the success rate and 
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throughput of this group remains relatively low due to the poor secondary 
schooling system that leaves them ill prepared for tertiary studies 
(Ncayiyana, 1999). 
 
Furthermore, the changing disease profile of patients necessitated the 
training of appropriate students willing to serve rural communities (Mohlala, 
1999). This means caring students needed training to treat and manage 
patients suffering from conditions specific to South Africa such as poverty-
related diseases, chronic diseases of lifestyle, injuries and violence. There 
were also many other factors that needed consideration as training became 
too specialised and research-focused to address issues of primary care 
(Ncayiyana, 1999). These included a re-emergence of diseases such as 
cholera and malaria, poor health care infrastructures and antibiotic resistance 
that now culminates with increased mobility of large numbers of people.  
 
3.8 THE INTRODUCTION OF CURRICULUM 2001 AND THE PROGRESS 
EXAMINATION  
To address the shortcomings of traditional training as described above, an 
integrated PBL curriculum was implemented in 2001. The curriculum is 
characterised as student-centered, self-directed and patient-oriented. 
Horizontal and vertical integration is reflected in merged clinical and pre-
clinical content of modules and themes (van Wyk & Madiba, 2006). As 
illustrated in Table 4, C2001 differs from the traditional curriculum in the 
manner in which disciplinary content is integrated within themes of a five-year 
programme of study.  
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Apart from covering medical knowledge, the curriculum focuses on equipping 
students with learning and problem-solving skills to help them respond 
effectively to future challenges. Additional transferable skills formally included 
in the training programme included: computer literacy; language skills 
(English and isiZulu); teamwork; research; Basic Emergency Care; and 
HIV/AIDS counselling skills.  
Table 4: Bachelor of Medicine and Bachelor of Surgery (MBChB) Degree 







Diabetes Mellitus,  
Nutrition, Growth & Development 
Progress Exam 1 
Infection & Inflammation, Reproductive Health 1,  
Trauma & Emergency 
Progress Exam 2 
Practical basic science of medicine OSPE 1 
Basic academic and clinical skills  OSCE 1 
1st 
Ambulance Course Practical 
Body in Motion 2, 
Hormonal Orchestra, Cell Dysfunction 
Progress Exam 5 
Fever, Lifestyles, 
Reproductive Health 2 
Progress Exam 6 
Practical: co-ordination, norms & aberrations OSCE/OSPE 3 













 Elective 1 / 2 / 3 Report 
 




Sight & Sound, Abdominal Complaints & Jaundice, 
Higher Mental Function 
Progress Exam 7 
Psychiatry, Dermatology, Haematology, Man, 
Environment & Health, Practice Management & 
Therapeutics 
Progress Exam 8 
Practical aspects of perception & management OSCE/OSPE 4 















Elective 1 / 2 /  3 Report 





Surgery Case presentations, 
Examinations, 
Differential diagnosis 
and management,  
Written OSCE 
Obstetrics & Gynaecology Case presentations, 
Examinations, 
Differential diagnosis 





Paediatrics Case presentations, 
Examinations, 
Differential diagnosis 
and management,  
Written OSCE 
Psychiatry Long Case, Written 
case Vignettes, Viva 
  




Office oral, Viva, 
Logbook, 
OSPE/OSCE, PE 9 
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Assessment in the ‘Traditional curriculum’ was decided, implemented and 
reviewed predominantly at departmental level and each department 
exercised great autonomy in curricular decisions and those relating to the 
format, purpose and mode of assessments. Prior to the implementation of 
C2001, the multiple choice question (MCQ) and Objective Structured Clinical 
Examination (OSCE) formats were the most frequently used formats reported 
by 12 of the 14 undergraduate departments who completed a survey of the 
MEDev Unit (Appendix H) in 1999. The assessment format selected 
depended greatly on the nature of the content and the human resources 
available for assessment.  
 
The implementation of the PBL curriculum necessitated the establishment of 
a central body to coordinate curriculum design and implementation. An 
assessment office was also established and faculty members were invited to 
serve on this committee to ensure that the learning objectives of C2001 are 
met. While a resolution from Board required all facilitators on the programme 
to be trained, the same was not required of assessors and lecturers. They 
thus may not have had the same understanding of the pedagogical principles 
that the programme wanted to develop. The manner in which the progress 
examination had been implemented was also greatly determined by the 
student intake. With the student intake earmarked for 200, most of the faculty 
resources (small group meeting venues, computer workstations, space in the 
library) became stretched. Issues relating to the practicability of students’ 
assessment became important. This became especially problematic when 
clinicians were tied to ever-increasing hospital commitments as the 
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Department of Health’s social restructuring left those who did not opt for 
emigration or private practice with difficult choices at poorly resourced 
primary care training sites (Ncayiyana, 1999).  
 
Members of staff in the provincial government’s service were thus not free to 
attend meetings or to avail themselves for workshops or additional 
educational courses. This factor caused an over reliance on basic science 
lecturers who availed themselves in the early years of the programme. These 
were lecturers who primarily taught in the first three years of the traditional 
curriculum in disciplines such as Anatomy, Physiology and Pharmacology 
became more accepting of C2001. This might have left clinical lecturers 
alienated and not immediately exposed and engaged in the paradigm change 
required in C2001. In relation to how they viewed the change, these emotions 
would have affected their views of the programme and their subsequent 
interactions with the students. 
 
In an attempt to meet the objectives of the programme and considering the 
educational principles underlying and influencing student learning in PBL, 
formative and summative assessment was introduced at the NRMSM. It was 
envisaged that the assessment in C2001 needed to support and encourage 
the different types of learning expected from students in the programme. To 
achieve this end, it was decided to use assessment tools such as tests, 
assignments and presentations formatively and examinations in the form of 
the progress examination, the Objective Structured Practical Examination 
(OSPE) and the Objective Structured Clinical Examination (OSCE), 
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summatively. The theory component, however, received a 50% weighting in 
the calculation of a students’ final mark while the other components jointly 
contribute towards the other 50%. These weightings are not static and the 
students are expected to demonstrate greater mastery of clinical skills from 
the 3rd academic year.  
  
Both formative and summative assessments are used in the first three years. 
The assessment activities of the first three years are administered by 
academics in the coordinating body (i.e. SUME). The methods included the 
OSCE, OSPE and case-based written examinations. Assessments in the last 
two years are scheduled at the end of each clinical block and generally 
administered by staff of the clinical departments.  
 
The PE was implemented to assess students in line with the outcomes of the 
newly implemented C2001. The format of assessment was developed to 
support desirable and deep learning among students in PBL by ensuring that 
they learn for understanding rather than to remember unrelated facts. 
Theoretically, the aim could be achieved as research indicated that it is 
impossible for students to study for such a comprehensive assessment such 
as the PE or PT (Albano, 1996; Friedman-Ben David, 2001). In this way, the 
format was designed to reinforce the scope and depth of learning by 
encouraging lifelong learning behaviours and the realisation that one does 
not ever know everything that there is to know on a given topic. 
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The original test, as described in Chapter 1, samples the complete domain of 
knowledge that final year medical students are expected to have mastered 
upon completion of their undergraduate studies. It is administered to all 
students registered in the course (irrespective of their year of study) at three 
intervals during the year. The increase in students’ knowledge is 
subsequently mapped over the remaining five year period. The questions are 
drawn randomly from a large bank of objective multiple choice question 
(true/false) questions, which cover the major areas of basic, clinical, 
behavioural science and public health. The individual progress of each 
student is analysed over the duration of the course and each individual 
receives written feedback on his or her progress. The main aim of this form of 
testing is that students should improve their scores (knowledge base) on the 
test over the duration of curriculum, which would enable both the student and 
members of staff to monitor the students’ progress (McHarg et al.. 2005). 
This study aims to understand how staff and students understood and 
responded to C2001 and the PE implementation at the NRMSM.  
  
As in the case of the University of Maastricht, the progress examination at 
the NRMSM is administered simultaneously to all registered medical students 
irrespective of their academic level of study. Each PE could, however, not be 
compiled from questions randomly drawn from a large bank of objective 
multiple choice question as the PE was to be tailored to South African 
conditions. Members of staff were asked to submit appropriately formatted 
assessment items relating to major areas of the medical curriculum such as 
medical and clinical sciences and primary health care and their disciplines (in 
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the true/false format) to the assessment office. These items were to be 
refined and categorised and saved for the assessment bank. 
 
As in the case of the University of Maastricht, the progress examination (PE) 
at the NRMSM was also adopted to measure the increase in knowledge of 
students in C2001. It was believed that the format of the PE would 
complement the collegial atmosphere in the small group when students 
volunteer information in the conducive and non-threatening environment 
(McLean & van Wyk, 2006). At the NRMSM, the PE consists of 
approximately 50 case scenarios of 200 to 250 multiple choice question 
statements (true/false format) requiring learners to make decisions on 
whether statements that relate to the scenario are true or false. While the 
scenarios might portray real-life medical situations requiring students to 
select a choice they, however, are not expected to justify or explain their 
choices.  
 
Initially the pass marks, and students’ progress to the following year, were 
calculated on an average of three progress examinations and the score 
obtained in the OSCE. Students were encouraged to participate in other 
formative activities (i.e. self-assessment and tests at the end of each 6-
weekly theme) and the facilitators provided descriptive observations of the 
students’ participation in the tutorial process.  
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Early in the programme, the students reportedly discovered that trying to 
study for the PE was futile and that they now actively participated in all 
learning activities. (Student RM, repeating year 1, Focus group, 21 February 
2003). However, early analysis of the 2001 results revealed that while some 
students passed the PE, they scored poorly on content knowledge relating to 
the themes modules that preceded the exams. In subsequent years, students 
also verbalised their increased tendency to guess answers on items of the 
PE. The students eventually perceived the PE as an imposition and argued 
that it served no purpose as each clinical department used independent 
assessment strategies to determine their competence in each of the clinical 
rotations.  
 
The students’ stance created a problem for educators at the school. While 
there had been hopes that the testing format would support and develop 
deep and self-directed learning it was also perceived that the PE would help 
lecturers to optimise learning and feedback opportunities. The School, 
however, uniquely trapped by post-apartheid educational reform initiatives 
found itself having to implement criterion, rather than norm-referenced 
assessments. This requirement necessitated the setting of a pass mark of 
50% for all modules offered at the UKZN. This excluded the assessment of 
modular content that had not yet been taught. Furthermore, the use of an 
instrument that focussed mainly on final year outcomes, irrespective of the 
academic year of study, was also difficult to explain to the South African 
educational accrediting body. The imposition led to a series of alterations to 
the PE from 2002 of which the most significant had been the assignment of 
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an increased weighing (80%) to content from modules that preceded the PE. 
A percentage remained allocated to modules not yet formally taught (20%).  
 
The notion to increase the weighting of content directly relating to the 
module, however, distracted from the philosophy of Progress Testing that 
essentially requires students to write an equivalent of a final year 
examination at every sitting of the PE. The priority of the faculty to design 
and develop its own question bank led to the refusal of academic staff to 
release copies of the question papers for student feedback. Individual staff 
members were also reluctant to address the students during feedback 
sessions and only wanted to answer questions from their own disciplines.  
 
In 2003, the National Department of Education and the university 
implemented a semesterised and modularised course by repackaging the 
previous yearlong Bachelor of Medicine and Bachelor of Surgery (MBChB) 
course.  In the new course, the number of PEs was reduced from three per 
annum to one per semester. Student’s further interpreted the semesterised 
course to imply that they would not to be assessed on content not directly 
taught during the semester (i.e. modules preceding the PE). This was 
contradictory to the basic principles of the PE that required students to be 
assessed on final, exit outcomes. When, in 2004, the clinical departments 
indicated their intention to retain the examination formats used in the 
traditional curriculum (which excluded the PE), students outright refused to 
take the PE.  By 2005, the students argued that they did not gain any new 
insights from the PE and that it caused them undue pressure to sit for an 
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additional formative examination. The faculty leaders eventually faced a lot of 
pressure from the politicised student body on this issue. With the students 
refusing to take the examination there thus appeared to be a mismatch 
between the instructional and learning objectives advocated in PBL and the 
practice of assessment at the School.  
 
In the light of the aims of C2001, as well as the research literature, which 
suggests that the effectiveness of a curriculum is greatly influenced by the 
content and method of assessment, this study thus sought to examine 
whether the same educational principles that governed the design of C2001 
also governed decisions relating to the implementation and adaptation to the 
PE.  As such, the study focuses on the efficacy of the PE in the context of the 
newly implemented PBL curriculum at the NRMSM of the UKZN. In 
particular, the study sought to examine the ways in which educational 
principles informed decision-making with respect to the curriculum and its 
assessment process. It was concerned specifically with the way in which the 
PE had been implemented, understood, experienced and responded to by 
stakeholders (staff and students) in the setting. 
 
3.9 CONCLUSION  
In this chapter, I provided a description and historical overview of how 
medical education and training developed in South Africa in general and at 
the NRMSM in particular. The chapter describes the three distinct phases; 
prior to the 2001; from implementation of C2001 until the merger with the 
College of Health Sciences; and the post-merger phase. The chapter 
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described the medical programme followed during these periods and the 
influences of the post apartheid reform on the delivery of the MBChB 
programme. The chapter also included a description of the site and 
stakeholders and highlighted issues of leadership and governance in the 
context of this setting. In the next chapter the methodologies used to conduct 
the study are discussed. 
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CHAPTER 4 
UNDERSTANDING ASSESSMENT IN PROBLEM-BASED LEARNING: 




This study essentially questions the alignment between the instructional and 
educational philosophy of problem-based learning (PBL) and the strategies 
used to assess the knowledge of undergraduate medical students’ learning at 
the NRMSM. In particular, the study focused on stakeholders’ 
understandings of the progress examination (PE) and its goals, as well as 
their experiences of its implementation and the suitability of the PE for 
assessing students’ cognitive learning in the context of PBL. In Chapter 2, 
the literature reviewed enlightened us to the status of assessment in PBL. It 
also highlighted the mismatch that exists between curriculum content and 
assessment practices despite the presence of guidelines for alternative 
assessment strategies. This chapter explores the theoretical and conceptual 
frameworks that have informed data collection and analysis in the study.  
 
The study is located within a constructivist paradigm, which emphasises the 
role of social encounters for the development of meaning and understanding 
in educational settings (Atherton, 2005). In particular, this perspective 
privileges the principles of adult learning (Knowles, 1975, 1998; Brookfield, 
1995) self-directed learning (Colliver, 2002), life-long learning (Miflin et al., 
2000) and deep learning (Biggs, 1994; Rushton, 2005). 
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The second part of the chapter examines the theoretical frameworks that 
have informed data collection and analysis for this enquiry. Regarding 
curriculum change as a complex process that requires careful consideration, 
planning and continued monitoring for its success, this study draws on 
Fullan’s (1985) educational change framework for its perspectives on 
educational reform and insights from Gale and Grant (1997) for its 
applicability to medical contexts. This was used to explain the complexity of 
achieving meaningful change of the processes that accompanied the 2001 
curriculum reform (C2001) and the implementation of the PE at the NRMSM.  
 
Thirdly, Cowan and Harding's (1986) model as amended by Stefani (2004), 
has informed the analysis in this study. This model considers the interplay 
between teaching, learning and assessment. It also advocates the central 
and educative role of assessment for student learning.  
 
While the models discussed in this chapter have informed my thesis and the 
analysis and interpretation of the data, it is, however, essential to frame the 
educational paradigm within which teaching, learning and assessment is 
proposed. In order to understand how the mismatch between the aims and 
goals of C2001 and the PE could have occurred, the first part of the chapter 
will offer a description of PBL within the framework of the constructivist 
epistemology.  
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4. 2 CONSTRUCTIVISM AND PROBLEM-BASED LEARNING 
The broad theoretical perspective that informs this study is that of 
constructivism. This perspective essentially views all knowledge as 
constructed, under the assumption that it does not necessarily reflect any 
external realities but that it is contingent on convention, human perception, 
and social experience (Beaumie, 2001). Constructivism has received more 
explicit attention through the influential work of Jerome Bruner (1990) and its 
assumptions are inherent in the notion of learning through reflection on 
professional practice. Advocates of constructivist approaches suggest the 
inclusion and consideration of the knowledge and experiences of learners 
that would allow them to build and expand their knowledge base by 
connecting their existing knowledge to new learning (Beaumie, 2001). 
Supporters of learning in a constructivist approach recognise the limits of 
short-term memory, the value of providing students with many opportunities 
to connect prior knowledge to current learning and the need for spaced and 
guided practice. While cognitive constructivism essentially emphasise how 
the learner understands things, in terms of developmental stages and 
learning styles, social constructivism additionally propose the advancement 
of meaning and understanding through social encounters (Beaumie, 2001). 
 
As such, PBL is rooted in social constructivism (von Glaserfield, 1989), which 
views knowledge acquisition not as an entity for passive absorption but a 
process where thinking individuals actively build on, adds to or amend what 
they already know. Informed by these principles, students’ learning in PBL 
acknowledges the influence of exploration, experience and active learning 
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(McBrien & Brandt, 1997). To maximise learning and simulate the 
professional environment, students are encouraged to think and explain their 
reasoning rather than memorise and recite facts. In addition, a curriculum 
informed by a social constructivist paradigm considers themes and concepts 
that emphasise relations between components rather than merely providing 
isolated information to learners (McBrien & Brandt, 1997). Such a curriculum 
firstly considers reality to be constructed through human activity (Beaumie, 
2001). It acknowledges that members of a society collaborate to invent the 
properties of the world (Kukla, 2000). Reality in this paradigm cannot be 
discovered, nor does it exist prior to social interaction where meaning is 
made. Furthermore, knowledge is perceived as a human product, which is 
socially and culturally constructed (Prawat & Floden, 1994). Social 
constructivism emphasizes the importance of culture and context in 
understanding events in society and constructing knowledge based on this 
understanding (McMahon, 1997; Derry, 1999). According to this perspective, 
learning is viewed as a social process in which an individual creates meaning 
through his/her interactions with others and with the environment.  
 
A major focus of social constructionism is thus to uncover the ways in which 
individuals and groups participate in meaning and knowledge creation in their 
perceived social reality. It involves looking at the ways social phenomena are 
created, institutionalised, and made into tradition by humans. Socially 
constructed reality is seen as an ongoing, dynamic process, and is created 
by people acting on their interpretations and their knowledge (Beaumie, 
2001).  
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PBL, being steeped in a social constructivist paradigm, addresses four major 
aspects of Bruner’s (1966) theory of instruction. The first relates to the 
creation of experiences and contexts that make the student willing and able 
to learn. Secondly, the information presented by experts should be structured 
and simplified to allow reflection on learning gaps, which the learner may 
want to address. Thirdly, the information should be sequenced for easy 
grasping by learners. Bruner’s final condition relates to the nature and 
frequency of rewards and incentives offered in the learning process to aid 
learners on their journey to self-direction. Apart from initiating learning by 
means of real life PBL-cases, expert lecturers are still required to expand on 
new concepts to support learning and student development. For this 
supportive process, they need to draw on aspects of Bruners’ theory of 
instruction. In addition, PBL encompasses principles of adult leaning, 
experiential learning and self-directed learning. These concepts are 
discussed below to illuminate how they synergise during active learning.  
 
4.2.1 The Theoretical Tenets of PBL and the PE as Pedagogy  
Medical educators ascribe the emergence of PBL in medical education to 
renewed interests for improving the quality of the adult learning experience 
(Coles, 1998) and to maximise the educational learning environment (Segers 
et al., 1999). As an approach to education, PBL considers both the 
curriculum and the instructional process (Baig et al., 2006) and begins with 
the assumption that learning is an active, integrated and constructive process 
influenced by social and contextual factors (Barrows, 1986; Gijselaers, 1996). 
While the content and structure of PBL courses may differ, the general goals 
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and learning objectives tend to be similar (Stanford Centre for teaching and 
learning, 2001). Thus, PBL can present uncertainty to both lecturers and 
learners who need to make the transitions from traditional ways of teaching 
and learning during times of curriculum reform. This thesis argues that these 
stakeholders need guidance, support and mentoring to successfully bridge 
this gap. 
 
As mentioned in previous chapters, the term PBL, while also referred to as 
action learning, inquiry-based learning, experiential and problem-centered 
learning (Burgess, 1992), is a method of instruction that uses problems to 
start the learning process in a context where students can acquire both 
foundation knowledge and problem-solving skills (Banta et al., 2001). These 
terms, subtle differences aside, all emphasise the central and active position 
of the learner in the processes of learning and understanding. For lecturers 
and curriculum constructors this requires a willingness to design activities 
that facilitate learning. Lecturers who may be unfamiliar with the instructional 
philosophy will show a commitment to engage and collaborate with 
knowledgeable peers while trying to understand the new concepts and their 
expected roles in the teaching and learning process. This willingness of 
lecturers to question their assumptions and practices would reflect a desire to 
develop a different understanding of the world and the process would result 
in a change in the teacher (Marton & Saljo, 1976a, 1976b). The beliefs of 
lecturers will also differ, depending on their knowledge, motivation and 
experiences. 
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There is, however, disagreement over the lack of a universal definition of 
what PBL constitutes (Lueng, 2002), with many curricula considered to be  
PBL, yet using different methods and emphasising different aspects of the 
learning process (Davis, 1998; Kaufman, 2001). Barrows (1986) suggests 
that PBL curricula are best evaluated in terms of their broad philosophy, 
which interrogates the type and utilisation of problems for learning; the 
choices of assessment; the degree of learner autonomy; and the way in 
which teaching and learning occurs.  
 
The presence of this ‘conceptual fog’ (Maudsley, 1999) in terms of PBL has 
impacted on this study in a number of ways. First, a number of lecturers from 
the NRMSM had visited various PBL schools during the feasibility study 
period and the extent to which consensus was reached about the use and 
application PBL principles, such as self-direction, is one of the questions that 
this study explores. Second, the extent to which planning for assessment 
occurred and staff development activities prepared lecturers for their new 
roles is also explored. Available literature suggests that stakeholders in any 
change process need to fully understand and accept the concepts prior to its 
implementation and that a systematic plan of action/change is needed to 
diffuse these concepts through the organisation (Ho, 2000). This study is also 
informed by the assumption that it is essential for learners, especially from 
disadvantaged secondary schools, to be guided explicitly through criteria for 
improvement. Similarly, they need to be supported, developed and receive 
the necessary feedback from peers and lecturers to develop the capacity of 
self-assessment and self-direction as required in PBL contexts. In Finucane 
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and colleagues’ (1998) opinion, innovative self-directed curricula such as 
PBL, provide a suitable academic environment to promote deep, holistic 
learning. To ensure a successful outcome, the context in which the principles 
are implemented, is thus important. In the section below, adult learning, a 
principle on which PBL is based is explored.  
 
4.2.2 Adult Learning  
Malcolm Knowles (1975), arguably the founder of adult learning, defines the 
concept ‘androgogy’ as the art and science of helping adults to learn. 
Knowles’ theory centres around five assumptions about the adult learner. 
First, adult learning encompasses the notion that adults are driven to become 
independent and self-directed learners. Secondly, the theory acknowledges 
that adults possess prior life experiences on which to draw to aid learning. 
Thirdly, adults are prepared to engage in new social roles that ultimately 
increase their motivation to learn. Fourthly, adult learners want to apply new 
information soon after having learnt it. This practice in a problem-solving 
situation allows for a strategy to be followed when lecturers consider the 
instruction environment and the role of the learners. Finally, Knowles (1998) 
asserts that adults have internal motivational factors that ultimately influence 
their engagement in pursuing life-long leaning activities. In particular, adult 
learning leads to changes in understanding. It helps them to think about 
things and the new insights results in transformational and transformative 
learning.  
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Transformative learning is associated with ‘meaning making’ or ‘critical 
thinking’, which is also related with constructivism. When embedded in adult 
education, it requires one to foster a learning environment of trust that 
facilitates the development of sensitive relationships among learners and 
lecturers (Taylor, 1998). The medical teacher should serve as a role model 
who displays a willingness to embrace life-long learning and change 
(Cranton, 1994). The desire of the Faculty Board to implement curriculum 
change assumed a readiness of lecturers to embrace reform and to support 
students in their professional and academic development towards becoming 
compassionate health care practitioners. The extent to which lecturers at the 
site embraced this desire for change is explored in this thesis. 
 
In the context of PBL, the literature suggests that adult learning principles 
encourage learners to become more motivated to tackle problem-solving 
tasks when they understand the relevance of the tasks. The adults’ 
motivation for learning also increase when they realise the relevance of the 
information gained and when they draw on prior lived experiences to solve 
complex life issues (Barrows, 1984; Knowles, 1984, 1998). Similarly, Merriam 
and Caffarella (1999) have emphasised that supporting students to become 
competent, independent learners require institutions to acknowledge 
students’ prior lived experiences and the willingness of lecturers to guide 
them in critical reflection towards transformative learning. Transformational 
learning for students and staff entails a process where one learns in a 
meaningful way. It involves questioning one’s own assumptions, beliefs and 
values and considering multiple points of view while seeking to verify one’s 
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reasoning (Mezirow, 1981). The extent to which medical lecturers understand 
these concepts and meaningfully enable students to become self-directed 
and life-long learners is an issue that this thesis explores. But how is self-
directed learning understood and what does it entail in PBL curricula?  
 
4.2.2 Self-directed learning 
Self-direction, as a concept of adult learning theory, refers to the way in 
which the learning environment allows learners to control their learning tasks 
(Kaufman, 2003). Self-direction is defined as a long-term outcome of PBL 
with students’ progressively increasing their responsibility for learning, while 
the guidance from members of faculty is gradually reduced (Miflin et al., 
1999). 
 
Candy (1991) identified traits associated with self-direction as the learners’ 
ability to be methodological, disciplined, logical, analytically collaborative, 
independent, curious, open, creative, motivated, persistent, confident, 
competent at learning and yet reflective and self-aware during the learning 
process. It is, however, argued that learners only develop these qualities 
when afforded opportunities to do so (Candy, 1991). For the development of 
these capabilities, they need the flexibility of student-centered curricula 
where they can practice questioning, critically appraise new information, 
identify their own knowledge and skill gaps and reflect critically on the 
personal learning processes and outcomes. They also need guidance from a 
cadre of informed, supportive medical lecturers who have the students’ 
development and academic interest at heart. The educator’s role and 
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behaviour is thus critical in developing self-direction in learners (Norman, 
2004). 
 
By drawing on the developmental perspective, Patel and colleagues (Patel & 
Dauphinee, 1984; Patel et al., 1990) suggests that people pass through 
stages when they learn something new. Immature learners often have a 
‘dualistic’ view of knowledge that results in the conceptualising of information 
as either right or wrong. Learners with such a conceptualisation normally 
expect an educator or teacher to tell them everything that they should know. 
For learners to move to the ‘relativistic’ stage, where they understand how 
the appropriateness of knowledge depends on the specificity of the situation 
in which knowledge are to be applied, require the guidance of informed and 
caring medical lecturers.  
 
An additional issue accommodated by Patel’s developmental view is the 
awareness of the learners’ psychological, physical and emotional states and 
its influence on learners’ success in learning. In this regard, Maslow (1970) 
proposed a hierarchy of needs that should be acknowledged in the design of 
holistic educational environments such as those aspired to by PBL lecturers. 
According to Maslow (1970), learners have certain needs, ranging from 
physiological to cognitive, that need to be fulfilled in order for effective 
learning to occur. Considering this hierarchy, it is therefore important that 
students’ physical, psychological, social and emotional needs are considered 
and accommodated in the planning of enabling learning environments. Coles 
(1998) asserts that learners will have an enhanced chance at successfully 
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directing their own learning in a conducive and supportive learning 
environment when their holistic developmental needs are accommodated. 
Conversely, an environment that encourages competition or where learners 
are humiliated would seriously impair the quality of the learners’ experience. 
Perry (1970, cited in Coles 1998), however, asserts that much of medical 
education and training reinforces the dualistic view of knowledge and that 
medical lecturers often find it extremely painful to mediate the shift from 
dualism and relativism to commitment. The extent to which medical lecturers, 
who may be lacking in formal educational training, are able to support 
students in becoming self-directed will also be explored. The experiences of 
the learners during the reform process will also provide insight to their 
perceptions of the PE and their resistance to the reform. In the section below, 
the principles of experiential learning as related to PBL is discussed.  
 
4.2.3 Experiential learning  
Kolb’s (1984) experiential learning model informs adult learning theory by 
suggesting that learning occurs best when based on and acknowledging the 
learners’ own experiences. It encompasses a process where learners 
construct new knowledge by comparing new information with what they 
already know (Barrows and Tamblyn, 1980). Effective learning allows 
learners to enhance their understanding and maximise their learning in new 
situations and requires that they reflect on their learning experiences (Kolb, 
1984).  
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This notion of learning recognises the importance of the student’s role in 
controlling and directing their own learning processes while necessitating the 
formation of a partnership between the learner and educator. 
Characteristically, self-directed learners would accept and share the 
responsibility for the planning and operation of their learning experiences with 
their lecturers and they would be keen to evaluate their own progress 
towards the attainment of stated and negotiated goals (Knowles, 1998). The 
implementation of the PE in the PBL context assumed that students would be 
encouraged towards taking greater responsibility in becoming self-directed 
learners. Lecturers would need to assume an increased role in providing 
guidance and support to help students to reflect on their strengths and 
weaknesses towards modifications in learning behaviour that characterises 
deep learners. This study will explore the extent to which lecturers and 
learners shared an understanding of the term self-direction. The expectations 
and experiences of stakeholders will also help me to understand the extent to 
which common meaning had been established and shared in the setting.    
 
4.2.4 Deep learning  
Deep and surface learning are approaches used by adult learners for 
studying. The terms originated from the research of Marton and Säljö (1976a; 
1976b) and have been elaborated on by other researchers such as Entwistle 
(1981), Ramsden (1981; 1997); Ramsden et al. (1995), Biggs (1987) and 
Stobart (2008). Deep learning is characteristic of students driven by intrinsic 
motivation to engage in deeper understanding and meaning making. It results 
when learners are able to integrate information from different sources to 
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organise content into a coherent whole. Deep learners are able to relate their 
previous knowledge to new knowledge and can draw on theory to explain 
everyday experiences. Atherton (2005) asserts that learners may have a 
preference for either deep or surface learning, but that they are often able to 
draw on either approach depending on the nature of the learning task and 
their motivation for learning.  
 
Learning in PBL is characteristically structured around authentic patient 
problems that encourage students to understand the concepts and the 
relationship between them. Considering the profound influence of 
assessment on students’ learning, it is therefore essential that courses 
claiming to develop deep learning (such as C2001) adopt assessment 
procedures that allow students to demonstrate their deep understanding 
(Entwistle & Tait, 1995). Moreover, such courses must provide learners with 
sufficient support and feedback to learn from their mistakes. Feedback is an 
essential part of the interactive components of teaching and learning.  
Students view effective feedback as critical to develop confidence and skills 
for self-direction and self-assessment (Drew, 2001; Rushton, 2005). When 
assessment is used enhance learning, then feedback should provide 
students with information of both their current level of achievement as well as 
the direction that they need for improvement (Hattie & Jaeger, 1998).  
 
It is additionally important that lecturers become aware of the 
interrelationship between assessment, curriculum and learning as the move 
to encourage formative assessment necessitates changes in both the 
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curriculum and pedagogy (Rushton, 2005). In this study, it is argued that 
changes in the pedagogy and curriculum also necessitated a reform of the 
assessment practices to align the assessment and the learning in C2001. It is 
also assumed that lecturers were aware of these interrelations and the 
expected changes in their roles at the start of the reform process. This study 
is thus premised on the belief that students’ value of the PE would have been 
enhanced if they perceived the feedback on their learning as informative and 
supportive of their development towards becoming competent practitioners. 
The extent to which the PE was viewed as a tool to support deep learning is 
thus central to this investigation.  
 
4.3 TEACHING, LEARNING AND ASSESSMENT 
It is generally accepted that a teacher’s approach to teaching reflects his/her 
conceptions of teaching and learning (Trigwell, 1995; Kember 1997; Prosser 
& Trigwell, 1997; Lueddeke, 2003; Prebble et al., 2004). Teacher’s 
conceptions range from reproductive, with teaching perceived as knowledge 
transmission, to transformative. Lecturers with transformative conceptions of 
teaching should foster conceptual change in learners. While it had been 
assumed that years of teaching experience led to lecturers having more 
transformative practices, evidence suggest that experience alone is not 
sufficient for lecturers to change their conceptions (Norton et al., 2005). It is 
therefore imperative that institutions invest in and support their teaching 
faculty to improve their views of teaching and learning, their teaching practice 
and ultimately their interactions with learners. 
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Cowan & Harding's (1986) model, modified by Stefani (2004), has informed 
the analysis in this study for its consideration of the interplay between 
teaching, learning and assessment. This model advocates the central role of 
assessment for student learning. From this model, it can be argued that 
lecturers wishing to bring about lasting educational change and improved 
learning in their students will consider the impact of their instructional 
practices on the students’ psychological and emotional development and 
learning. Since lecturers do not engage in this kind of professional decision-
making without help, it is argued that they need to be guided through the 
process to become skilled in reflective practices (Schön, 1987, 1991).  
 
Lecturers wishing to bring about lasting educational change and improved 
learning will consider the impact of their instructional practice on learners. In 
the case of the curriculum change to PBL at the NRMSM, lecturers whose 
practices reflect constructivist approaches to learning would be concerned 
with the quality of relationships that they have with learners (Torrance & 
Pryor, 1998). They would strive to understand the effect of the instructional 
process on the learner and will try activities that make learning easier 
(facilitate or scaffold). Not only will creative and caring lecturers forge 
collaborations with their colleagues to advance learning at the institution, but 
they will also adopt assessment strategies that support learning. Such 
strategies, which encompass dynamic, interactive and evolving processes, 
will allow student development. Lecturers wishing to facilitate learning would 
thus incorporate more formative assessment strategies and be morally 
compelled to aid learners to develop the ability for self-evaluation. Self-
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evaluation, as mentioned previously, is an essential prerequisite of self-
direction (Miflin et al., 2000).  
 
By remaining aware that lecturers’ views of knowledge directly influence their 
beliefs and behaviours in the teaching and learning environment (Trigwell & 
Prosser, 1998) we can begin to understand that lecturers’ conceptions will 
affect their interactions with students as well as their daily educational 
practice (Brunning et al., 2004). Lecturers in a PBL curriculum should 
therefore ensure that information taught is relevant and assessed in relation 
to the learning context and they should make links between content and 
contexts explicit to learners. Lecturers thus have an increased responsibility 
to ensure that the instructional philosophy is reflected and aligned to their 
daily educational practices. 
 
Lecturers intend to achieve congruence between their philosophies of 
teaching and learning will further ensure the creation of a conducive learning 
environment that support students’ in developing deep learning strategies to 
improve their understanding of the subject matter. In the process of 
becoming a professional, students will acquire, under the lecturers’ 
supervision, the necessary skills to sort and select relevant information and 
learn how to consider conclusions in relation to presented facts. In essence, 
lecturers should stimulate students to employ learning styles that develop 
meaning-making and application while undirected and reproduction-directed 
ways of learning should be discouraged (Vermunt & Verloop, 1999). 
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In recognising the complexity of teaching and learning, lecturers will consider 
the effect of their decisions and the whole curriculum on the learning of 
students (Ewell, 1997). Such holistic educational experiences, which PBL 
aspires to, are those that consider the students’ cognitive and emotional 
preparedness as well as the learning environment (Stefani, 2004).  
 
Where there is congruence between teaching and learning, the learning 
environment will allow students to develop skills in self-regulation and 
lecturers’ efforts will be directed to support and scaffold students’ holistic 
development. This process will essentially focus on greater student 
development rather than the mere acquisition and increase of knowledge. It 
will also include modelling professional behaviour that encourages learners 
to apply skills needed in their chosen profession (Kaufman, 2003).  
 
Committed lecturers will also know that learner motivation plays a critical role 
in their academic success and development (Biggs, 1996). They will thus be 
keen to build confidence and motivate learners to face future learning 
challenges. Motivated and confident learners will have higher learning 
expectations and develop a keen interest in monitoring their own abilities and 
progress. For successful learning, feedback from an experienced mentor and 
concerned teacher would once again be crucial to enable learners to correct 
misconceptions in knowledge and understanding and to adjust their learning 
accordingly (Simpson, 2006). 
 
Lecturers, as the central role players in assessing effective learning, will use 
appropriate assessment strategies and instruments that challenge learners to 
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use and apply the skills they developed during their training. Lecturers would 
thus be challenged to ascertain, by means of authentic assessment tasks, 
that students understand contextual factors for problem analysis and prob-
lem-solving (Baxter, 1994; Birenbaum & Dochy, 1996; Shavelson et al., 
1996). From this they would then provide students with opportunities to argue 
their ideas on the basis of various relevant perspectives in appropriate 
problem-analysis assessment tasks (Segers, 1996; 1997; Segers & Dochy, 
2001).  
 
The development appropriate assessment strategies, while being a time 
consuming process, remains essential for effective curriculum reform 
(Delanshere, 2001). For this reason, Fowell and colleagues (1999) advise 
lecturers to follow a four-stage cyclical approach (Figure 3) for the design 
and development of an effective assessment plan. At each stage, lecturers 
are required to answer questions to clarify the purpose and choices in 
respect to their chosen assessment strategy. The questions will assist them 
and their institutions to achieve a degree of congruency between educational 
philosophy and assessment practice.  
 
Figure 3. Diagram of the Assessment Cycle. (Fowell, Southgate and 
Bligh, 1999, p 276) 
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For example, at the first stage questions relate to the content that should be 
assessed. The questions also ask one to interrogate the reasons for the 
choice of assessment format and the most appropriate evidence that one 
need to acquire to proof the students’ competence. At the second stage 
competencies and outcomes are highlighted and issues of weighting to 
components in an overall assessment system are addressed.  These 
questions will inform the blue printing stage and could help members of staff 
to formulate a clear assessment policy. 
 
At the third stage lecturers may wish to establish for whom the information 
gathered during the assessment encounter would be most valuable and how 
to use the information to improve instruction and/or learning. In the final stage 
the authors stress the importance of evaluating the assessment strategy or 
system. They recommend that lecturers check that the assessment system is 
congruent with the learners’ total learning experience (Fowell et al., 1999) 
and expectations. Would include and evaluation of the practices and policies 
and decisions on factors in the settings that may influence the effectiveness 
of the assessment strategy. Reflection at this stage may also inform staff 
development activities or lead to adjustment of the strategy and so initiate the 
new cycle of review.  This framework is useful in the current study as it 
informs the analysis of the PE as an assessment tool and the decisions taken 
during the adoption of C2001 to suit conditions at the NRMSM.  
The manner in which the change to C2001 was managed also needs 
consideration and is addressed in the section that follows. 
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4.4 A FRAMEWORK FOR CHANGE  
This study is premised on the notion that curriculum change is a complex 
process that needs careful consideration, planning and continued monitoring 
for successful implementation. In order to understand and explain the 
complexity of achieving meaningful change during C2001 implementation, I 
have drawn on the educational change framework of Fullan (1985, 1998) and 
its application to the medical education context (Gale and Grant, 1997). This 
theory provides an ordered, conceptual framework for the analyses and 
understanding of the tenuous relationship between policy and practice to 
make sense of stakeholders’ perspectives of the change to PBL and the 
implementation of the PE as a new assessment strategy in the context of 
PBL. 
 
In Fullan’s (1999b) deep change theory, he proposes that it is possible to 
examine the quality of a reform by examining the relationship between its 
theory of education and its theory of (action) change. The theory of education 
refers primarily to the content, pedagogical assumptions, associated 
components and the moral purpose that is viewed as essential to the reform 
(Fullan, 1998, 1999b, 2003). The theory of action (change), on the other 
hand, involves the strategies to guide and support successful implementation 
of the educational innovation. Fullan (2003:53) argues that, “[you] cannot go 
deeply unless you create powerful new synergies between these two 
theories”. Thus, to achieve meaningful and deep change, change agents 
need to pay attention to the theory of education and the theory of change (or 
action).  
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Figure 2. Theories of education and theories of change (Fullan, 2003:53) 
 
As illustrated in figure 2 above, Fullan’s framework recognises four main 
types of change scenarios. In two extreme scenarios, change can either 
present as deep and meaningful when the reform is characterised by both a 
strong theory of education and a strong theory of change (ideal). 
Alternatively, in the worst-case scenario, a reform will be superficial when 
both these theories (education and change) are weak. The quality of the 
reform can also be described as temporary or showing drift when the 
innovation has a strong theory of education but is accompanied by a weak 
strategy of action. There are also situations where change is embarked upon 
without due consideration of the educational theory. Such a reform will 
typically show characteristics of the innovation being implemented merely for 
the sake of change. This thesis posits that C2001 review was based on a 
strong theory of education, but a weak plan of action to drive its 
implementation. The study aimed to investigate this issue.  
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To achieve deep change, the majority of the stakeholders should own the 
problem (reform) and be prepared and committed to work together to find 
suitable solutions (Fullan, 2003). Sustaining deep change needs the creative 
energies and ownership of the teaching force and its leaders to draw on 
when negotiating participation. This variety of stakeholders will include - 
amongst others - the leaders, change agents, the lecturers and the learners. 
These stakeholders should work collaboratively to demystify the problem by 
deliberating on reasons, implementation strategies and eventually share and 
agree to detailed plans regarding implementation and monitoring of the 
change (Gale & Grant, 1997; Fullan, 1999b). 
 
A conducive, educational culture that supports deep change needs an 
environment where collaboration is supported and nurtured between top-
down and bottom-up strategies (Fullan, 2003). Achieving deep change will 
strengthen the professional learning community (Fullan, 1993) where 
collaboration is sought and where new ideas are integrated with existing and 
effective strategies that are already working in the institution. Within such a 
community of practice, group members are free to share concerns and 
passions for the topic and show a sense of commitment towards continued 
personal and professional development. Such development should further 
their understanding and expertise and advance the success of the innovation 
(Wenger et al., 2002; Fullan, 2003). In such an educational culture, lecturers 
would be guided by a moral purpose to pursue improvements that will better 
the lives of their students even when tasks appear complex and challenging 
(Fullan, 1993, 1999b, 2001, 2003). Achieving a moral purpose means 
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developing mutual empathy and relationships across diverse groups, which is 
a difficult but necessary task (Fullan, 1999b). It is, however, also the force 
that will see lecturers seeking appropriate knowledge and strategies to assist 
students in improving their learning, constructing new meanings, solving 
complex problems and working more easily in diverse teams. Lecturers 
themselves would adopt a proactive learning stance to face such a complex 
and changing world (Fullan, 1999b). This, Fullan (1999b) argues, is a 
necessary requirement to achieve greater and more dynamic coherence 
amongst lecturers. 
 
In a deep, conducive educational culture, the quality of the relationships 
amongst the lecturers generally improves as they learn to collaborate across 
disciplinary boundaries. This collaboration both inside and outside the school 
requires profound assertive planning (Fullan, 1999b, 2003). This 
collaboration should infuse the willingness to invest effort, sacrifice and 
loyalty to the profession (Fullan, 2003). Having forged quality relationships 
under deep change conditions should lead to circumstances where 
collaborators should refuse to accept weak solutions but where they openly 
seek and debate sustainable resolutions.  
 
Deep change is not without risks. Lecturers need institutional and collegial 
support to help them during phases of uncertainty. For lecturers, deep 
change involves acquiring new skills, capacity, behaviour, commitment, 
motivation, beliefs and understandings in relation to the reformed policy. This 
strategy for change should first and foremost cater for the pedagogical and 
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experiential gaps in lecturers’ learning and understanding. It should also lead 
to capacity-building programmes for the development of appropriate 
strategies for staff and the organisation.  
 
As learning does not take place in isolation, social constructivists argue that it 
is crucial to understand the social environment in which learning is to occur. 
With reference to lecturers, rather than learners, the nature of the social 
interaction with knowledgeable members of the society is also important 
(Knowles, 1975). Therefore, as the environment and social relationships 
among members of the organisation change, so the tasks of each individual 
will change too (Bredo, 1994; Gredler, 1997). A lack of social interaction with 
more knowledgeable others makes it impossible to acquire social meaning of 
important concepts and lecturers (as learners) will be ineffective in using new 
concepts and strategies appropriately. This thus relates to the current study 
that explores the quality of the interactions between students and lecturers in 
C2001.   
 
As a result of deep change, lecturers’ beliefs and conceptions of teaching 
and learning should change and manifest in new attitudes when they begin to 
see themselves as active agents of change instead of the victims complying 
with policy reforms (Fullan, 1993). Deep change thus requires a fundamental 
shift in the minds of stakeholders of their perceptions towards change 
(Fullan, 1999b). It should involve a process where they question and alter 
their underlying assumptions, goals, philosophies, skills, conceptions and 
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behaviour of teaching and learning (Fullan & Stiegelbauer, 1991). 
Consequently, this reflection should result in an altered educational culture of 
teaching and learning. After having agreed on the reasons for the change, 
lecturers will share a moral obligation to support students in their academic 
and professional development. They should consider the impact of 
pedagogical and professional decisions and behaviour as it relates to the 
students. They should engage and draw on their creative energies and ideas 
to support the reform (Fullan, 1999b). Commitment to deep change would 
also facilitate medical lecturers to embrace new roles and pursue challenges 
as and when they arise (Fullan, 1993). It is also important to remember that 
people cannot be forced, coerced or mandated to change or to develop new 
skills. This makes it even more imperative that they are supported as this will 
ensure personal and shared vision and skills development through practice 
over time (Fullan, 2003). For the NRMSM, the support would relate to the 
nature and type of organisation as well as the policy and strategies 
negotiated to support lecturers during change difficulties. 
 
In this study, the deep change theory was used to explain the quality of 
change with reference to the curricular innovation at the NRMSM. It thus 
addressed the question that investigated the relevance and intention of the 
PE as a useful measure of student learning by illuminating the extent to 
which the tool fulfils the aim for which it had been planned and by exploring 
the conditions and theory of action prevalent during the implementation of the 
reform in the school. 
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In this section, I further advance the argument that schools considering 
curriculum reform should be viewed as "living systems" (Fullan, 1999b:12), 
requiring active change agents who are sensitive to individuals in the context 
and are able to develop relationships both within and outside of the 
institution. The success of living systems is that they consist of intricate, 
embedded internal and external interactions, which convert tacit knowledge 
to explicit meaning-making knowledge and exposes knowledge for sharing 
(Fullan, 1999b). Such a living system should also be engaged in developing 
a strong theory of education and a strong theory of change (Fullan 1999b, 
2003) to guide the implementation of the innovation. Attention to the theory of 
action is needed if policymakers wish to understand the circumstances that 
support or hinder change and secondly the reasons why recommendations 
for change are embraced or ignored. It is especially necessary to remember 
the naive assumption of policy-makers that the adoption of new educational 
goals automatically alters lecturers’ beliefs and behaviours. They also think 
that a change in policy results in uniform, meaningful and sustained 
modifications in practices. It is, however, well-known that the “road from 
theory to practice is often rocky” (Segers & Dochy, 2001:327) and therefore 
needs forums where staff can collaborate). Fora, such as the committees 
instituted to plan and support the C2001 reform, could facilitate the sharing of 
ideas between leaders and lecturers to negotiate suitable solutions when 
faced with pressures during the reform. 
 
In the absence of strong theories of education and action, change can also 
be temporary or unsustainable (Fullan, 2001). This type of change results 
when stakeholders experience a strong desire for change and where the 
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educational theory is only feebly supported. A characteristic of temporary 
change is that it is not sustained beyond the implementation phase due to 
challenging conditions and factors. Unsustainable change might also arise 
from the inability of the rationale to permeate fast enough through the 
organisation, causing only partial buy-in and support by stakeholders.  
 
Change can also be described as superficial. This type of change occurs 
when a weak theory of change and a weak theory of education are attempted 
and where modifications are restricted to the surface features only such as 
mission statements and policy documents. This situation arises when a 
selected grouping of individuals drive the change and are the only ones fully 
informed of the phases and supportive of the need and educational 
philosophy of the innovation. Other stakeholders’ lack of understanding of the 
need for, or adherence to, the underlying principles and rationale ensure that 
the response to the innovation may not be as enthusiastic or supportive 
(Fullan, 1991, 2001; McRel, 2000). The desired effect of the change may 
thus not be achieved and the status quo normally remains irrespective of the 
attempted innovation.  
 
Change for the sake of change often results from environmental pressures, 
i.e. ‘right thing to do at the time’. While this type of change could be labelled 
as mechanical, it is associated with a process whereby lecturers go through 
the routines of implementing the innovation without either understanding or 
committing to the deeper value orientations and belief systems of the reform. 
This reform follows an incremental process (Quinn, 1996) - small, 
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evolutionary steps being taken rather than huge transformative changes, 
which is often contradictory to what policy-makers envisage when they 
propose and plan for change.  
 
Fullan & Miles (1992) suggest that reform often fails because of the poor fit 
between the innovation and the organisation in which the change is to be 
implemented (Fullan & Miles, 1992; Wallace & Pocklington, 2002). Fullan 
(1992) identifies a number of contextual factors, one being the role of the 
leader and lecturers, as some of the crucial contextual factors that influence 
the fit between the innovation and the organisation. The author also argues 
that most attempts at collective change in education seem to fail, leading to 
wasted time and effort, and diminished staff morale and overall disillusion in 
the learning community. Fullan (1992) asserts that a history of failure or 
success in terms of innovations attempted by the organisation is likely to 
have an impact on future attempts at implementing a new change. This, he 
explains, as due to the meanings that individuals carry from one experience 
to the next. Thus, stakeholders who had negative experiences with previous 
implementation attempts will tend to be more apathetic about the next 
change regardless of the merits of the new idea (Fullan, 1992). This theory 
may have some bearing on the current study where the schools’ systems and 
sub-systems towards developing the capacity for change might have been 
affected by individuals’ beliefs and experiences of previous attempts at 
reform such as the initiatives of the ERG (Faculty board, July 1993) and the 
recommendations of the Bhagdat commissions (1978).  
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According to Fullan (1992), the role played by the organisational leader is 
another significant factor of the context of change. Similarly research on 
innovation and school effectiveness suggests that the leader has a strong 
influence on the likelihood of successful change. For example, Berman & 
McLaughlin (1977) found that innovations with the support of the 
organisational leader are more likely to perform well. In such innovations, the 
actions of the leader serve to legitimate the change, support lecturers 
psychologically and facilitate the necessary resources. This is 
understandable given that the leader is the individual most likely to promote 
the development of shared goals, foster teamwork and implements 
monitoring mechanisms.  
 
Emphasising the importance of leadership in the context of change, Jantzi & 
Leithwood (1996) argue that the global shift towards a redistribution of power 
and responsibility in educational institutions has led to the emergence of a 
new image of the ideal educational organisation. This image leaves the 
organisation presumably less in need of control and more in need of support 
and capacity development. The authors (1996) also argue that such 
organisational needs are more likely to be served by practices associated 
with effective leadership and proactive empowerment rather than with 
administration alone. This study asserts that the C2001 implementation 
subcommittees had not been empowered to fully enforce the decisions that 
they were to make. Thus, the reform without the support of the leaders would 
have subdued the enthusiasm of staff towards the innovation.  
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Fullan (1992) views the role of the teacher as another important local factor 
in the context of change. Heystek & Lethoko (2001) further agree that 
lecturers’ motivation to perform professionally is important if a culture of 
teaching and learning is to be enhanced. Depending on their previous 
experience, personality, and stage of career, some lecturers become self-
actualised and are more likely to take action for implementing change than 
others (Fullan, 1992). Change entails learning something new, and 
interaction is the primary route for social learning. The need for collegiality, 
open communication, learning on the job, group success, trust and support 
cannot be over-emphasised. Working together has the potential of raising 
morale and enthusiasm, opening doors to experimentation and increasing 
self-worth (Cohen Schotanus, 1999).  
 
To enable the school to become an institution of learning (rather than only a 
teaching institution) and one where capacity is developed requires a 
reallocation of resources and efforts. Medical lecturers’ (faculty members) 
acceptance of the educational policy and their participation and commitment 
to educational reform is likely to be influenced by how well they were 
informed of the reasons and relevance of the suggested change, as well as, 
being given a mandate (overt or covert) by faculty leadership to accept and 
participate in the change process. In addition, their understanding and 
acceptance of the nature and purpose of the assessment would have 
determined their participation and experiences thereof. Thus to achieve 
success in implementing change requires that schools become ‘learning-
enriched’ institutions (Rosenholtz, 1989).  
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4.5 CONCLUSION 
In trying to understand the efficacy of the PE in the context of the curriculum 
change, and informed by the theoretical frameworks reviewed in this chapter, 
a number of key propositions about the process of change, the principles 
underlying PBL and the PE and the experiences of the stakeholders were 
developed. These tentative propositions (Bassey, 1999) were linked to the 
research questions that informed the study and might explain the difficulties 
experienced during C2001 implementation. Data collected in the study was 
used to test these propositions.  
 
First, the study investigated the nature of the alignment of the professional 
decisions and pedagogical principles that informed the curriculum and 
assessment decisions at the NRMSM. Based on the theory that positions 
assessment as central to learning (Cowan and Harding, 1986) and therefore 
also central to curriculum reform, the first proposition holds that change 
agents and curriculum drivers at the NRMSM based their decision for 
curriculum change on sound professional and pedagogical principles. These 
pedagogical principles would have been informed by their belief that 
assessment should enhance student development and that educators should 
support practices that aim to achieve this curricular goal.  
 
The second research question interrogated the extent to, and manner in 
which, professional and pedagogical principles informed the implementation 
of the PE at NRMSM. As such, the second proposition suggested that 
despite evidence of a strong theory of education, the C2001 and PE 
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implementation process lacked a theory of action (Fullan, 1998). It is 
proposed that a situation of curriculum ‘drift’ (Fullan, 1993) (which refers to a 
situation where the final reform did not meet the ideals of the proposed 
reform) might have resulted during the implementation of the PE at the 
NRMSM. It is thought that insufficient attention might have been paid to the 
organisational culture during the planning and implementation of C2001 and 
the PE. This assertion is based on the notion that medical educators’ (faculty 
members) acceptance of the educational policy and their participation and 
commitment to educational reform is likely to be influenced by how well they 
were informed of the reasons and relevance of the suggested change. 
Similarly, being given a mandate (overt or covert) by the faculty leadership to 
accept and participate in the change process significantly influences their 
reaction to the initiative. In addition, their understanding and acceptance of 
the nature and purpose of the assessment would have determined their 
participation and experiences.  
 
The third research question investigated the perceptions of the stakeholders 
(staff and students) regarding the PE in the context of C2001. This thesis 
posits that the experiences of the educators and students would have been 
influenced by the nature and quality of support they received in the context of 
the curriculum change. This means that opportunities and forums would have 
been created for staff and students to become familiar with the new roles and 
expectancies associated with educational philosophy of the PBL curriculum 
and with that of the PE. These activities would have helped stakeholders to 
develop a common understanding of the principles of the reform. It would 
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possibly also have led to an acceptance of the responsibilities and the 
changes required in the repertoires of educators. Furthermore, the success 
of the policy implementation at the School depended on the quality and 
extent of the training and support that they receive in preparation for the 
policy implementation.  
 
The propositions outlined above were tentative and were to be tested with 
the evidence from the study as well as by further evidence beyond the scope 
of the present investigation. In the next chapter, I report on the research 
design and methodology used to address the research questions. 
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CHAPTER 5 




This study investigated stakeholders’ experiences of the implementation of 
the progress examination (PE) and its efficacy in assessing higher order 
cognitive skills as intended in the problem-based learning (PBL) Curriculum 
2001 (C2001) at the Nelson Rolihlahla Mandela School of Medicine 
(NRMSM). The study examined the curriculum decision-making that 
coincided with the implementation and adaptation of the PE as an 
assessment tool in the context of the problem-based curriculum. In the 
previous chapter a number of key propositions were presented in an effort to 
understand the efficacy of the PE in the context of the curriculum change at 
the School. 
 
Informed by the theoretical frameworks reviewed in Chapter 4, the 
propositions are linked to the research questions that informed the study. The 
research questions asked: 
1. What educational principles influenced the adoption and 
implementation of the Progress Examination (PE) in the context of 
PBL at the NRMSM?  
2. What are the stakeholders’ understandings of the nature, principles 
and goals of the Progress Examination and its suitability for 
assessing students’ cognitive learning in the context of PBL?  
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3. What are the experiences of stakeholders of the implementation of 
the Progress Examination (PE) and what factors shaped the 
implementation? 
 
The literature suggests several contexts and approaches that could guide a 
research enterprise such as this. Our beliefs of knowledge and our nature of 
reality are, however, deeply interwoven and reflected in our representation of 
reality and the questions that we ask. Thus, considering the influence of our 
beliefs on the choice of research design, Yin (2003:10) advises researchers 
to interrogate their personal and philosophical orientations when trying to 
make sense of the world so as to establish a harmonious relationship 
between the purposes of the research, the paradigm of inquiry and the 
choices of research methods. Informed by the above, as well as the 
propositions, this chapter describes the research design and methodology I 
used to address the research questions in the study. 
 
As this study was conducted in my own School, it was necessary to follow a 
systematic and self-conscious strategy of research design, data collection, 
interpretation and communication (Mays & Pope, 2000) to ensure both rigour 
and trustworthiness. A conscious effort was made to include sufficient data to 
allow others to judge whether the understanding and interpretations are 
adequately supported and justified. Thus, details of the setting (Chapter 3) 
are provided to allow others to compare the extent to which factors in this 
setting are similar to theirs. Therefore, conscious of the ways in which my 
views, assumptions and experience might have shaped the collected data, I 
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have included the propositions to be tested by the evidence. The rest of this 
chapter gives an account of the research design and the methodology used 
to conduct the study. 
 
5.2 RESEARCH DESIGN 
A foundational principle in undertaking this study was the notion of social 
construction of knowledge (Beaumie, 2001), which accommodates the belief 
that stakeholders’ conceptions will inform their perceptions and eventually 
also their experiences of the PE and its ability to assess students’ knowledge 
in C2001. Thus, governed by the desire to investigate how the multiple 
choice question (true/false) response format of the PE informed students’ 
experience, I utilised a qualitative, case study design for research. Initially I 
embarked on the research believing that my observations could be confined 
to the students’ experiences only, but early analysis and interactions with 
participants revealed that staff held different perceptions to those of students. 
Thus, the belief that all these views needed to be captured, described and 
interpreted for a holistic understanding of the implementation of C2001 and 
the PE, led to the adaptation and expansion of the methodology to include 
the views of the different stakeholders (staff and students) in the setting. 
 
This study, cast in a qualitative-interpretative frame, adheres to Bascia and 
Hargreaves’ (2000) advice that the best way to investigate subjective 
experiences and thinking of participants is by means of an in-depth, 
contextually based, interpretative research design. Thus, the use of a 
 144  
qualitative research design was an attempt to understand the participants’ 
behaviour and experience in relation to their context.  
 
As indicated in Chapter 2, qualitative inquiry into formative assessment 
practices in PBL is either limited or not well published (Fowell et al., 1999;  
Nendaz & Tekian, 1999). In particular, research into the prevalence and use 
of formative assessment, which has been deemed essential for good practice 
in PBL, has also not been conducted nor reported (Fowell et al., 1999). In 
addition, the majority of the studies in the field of student assessment have 
been conducted in the positivist and post-positivist traditions (Harris, 2002).  
This predominance most probably relates to the disciplinary backgrounds of 
researchers in medical education, and the cultural embeddedness of medical 
education in biomedicine, with its almost exclusive value of the positivistic 
research tradition (Harris, 2002). The problem with this view lies in its belief 
of a single, unequivocal social reality or truth that is entirely independent of 
the researcher and of the research process, neglecting multiple perspectives 
of the world as created and constructed in the research process (Denzin, 
1994). In the light of the above, this study adheres to a philosophy that 
wishes to represent a reality at a particular point of the School’s existence 
rather than to attain an absolute truth (Mays & Pope, 2000).  
 
 
Despite the cautionary note about qualitative research in medical education 
(e.g., by researchers whose work are well grounded in the psychometric 
tradition) (Colliver, 1999, 2002), there has been more vociferous calls to 
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expand the repertoire of qualitative methods in the field of medical education 
(Malterud, 2001; Harris, 2002; Savin-Baden & Major, 2004). This study 
wishes to address this shortcoming. My choice of research design was 
informed by the belief that the phenomenon under study (the social aspects 
of teaching, learning and assessment) would benefit if understood and 
explained from an interpretative paradigm, rather than a positivistic or 
scientific approach. While Harris (2002) believes that one method should not 
be viewed as superior, researchers should consider the circumstances when 
one approach might be more appropriate than another. Thus, located in an 
interpretative paradigm, this study recognises the role of communication and 
sharing of ideas in the meaning-making process. The qualitative case study 
methodology with its purposive sampling allows for the sharing of local 
experiences and the interrogation of theory and practice (Jacobsen et al.. 
1997; Nierenberg, 1998 cited in MacFarlane et al., 2002).  
 
The prolonged nature of the study and my participative role as the researcher 
further offered a thorough understanding of the reform, the PE and the 
participants in their natural setting (Henning et al., 2004). Such observation 
provided a direct account of the phenomena and the circumstances (Patton, 
2001) and the flexible use of a variety of methods and strategies for data 
collection (Cohen et al., 1997; Denzin & Lincoln, 2000), which could be 
gathered as rich descriptions. It further facilitated the triangulation of data 
sources to ensure rigor, legitimacy and trustworthiness of the study (Bassey, 
1999).  
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5.2.1. Access and Ethical Approval 
Access to the research setting was obtained by virtue of my status as an 
education consultant within the school, a position to which I was appointed in 
July 2000. In this position, I joined the Curriculum Steering Committee six 
months prior to the implementation of C2001. During the discussions of the 
Curriculum Steering Committee, and informed by my training in education, I 
became interested in the philosophy of the PE and applied to the Director of 
the Medical Education Development (MEDev) unit, the Deputy Dean and the 
Bioethics Committee of the School for permission to monitor its 
implementation. The Undergraduate Committee, the Director of MEDev and 
the Deputy Dean endorsed the study. During the first three years of C2001 
implementation, I served as an education consultant, assessment coordinator 
and evaluator. 
 
I was granted access to the research setting and introduced to the 
stakeholders (students and staff) as education consultant and coordinator of 
the assessment procedures in 2001. I initially received approval for the study 
from the director of MEDev and the Deputy Dean. After the merger of the 
University of Natal with the former University of Durban-Westville I applied 
again for ethical approval from the merged University of KwaZulu-Natal. 
Approval was subsequently granted in August 2006 (Appendix A).  
 
The question of ethics in qualitative case study research revolves around the 
integrity of the researcher as he/she functions as the primary instrument for 
data collection and analysis. While this has advantages, there are also 
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disadvantages. An unethical researcher, for example, might select from 
amongst the available data “virtually anything that s/he wishes to illustrate”, 
(Guba and Lincoln cited in Merriam, 1998:42). A major concern regarding this 
study stemmed from my status as an employee at the NRMSM, and 
conducting research in ‘my own backyard’, and as occupying the dual role of 
researcher and Assessment Coordinator during the first three years of C2001 
reform. Cognisant of the potentially influence of my role on data collection 
and to minimise research bias, I triangulated my perceptions against those 
held by key participants in the setting. As Assessment Coordinator (2001-
2003) and later evaluator (2003-2005) of the implementation of the PBL 
curriculum, I could interact with students, staff and administrators in situ, 
which contributed to a relationship of trust with participants. 
 
My interactions with staff stemmed from my appointment to the poorly 
human-resourced Medical Education Development (MEDev) unit in 2000. 
The unit had been formed in 2000 with only three full-time staff assigned to 
coordinate the implementation of C2001. Compared with other teaching and 
learning centres in medical faculties of South Africa, averaging between 5-8 
members of staff,11 this was an extremely modest size for the task at hand. It 
was envisaged that teaching and administrative staff would be integrated into 
the central body to coordinate the PBL curriculum as the traditional 
curriculum was being phased out. This, however, did not occur as 
departments were reluctant to release their administrators and many 
                                                 
11  Personal communication, directors/academic staff of medical schools of the universities of  
Cape Town , former Transkei and the Free State, December 2002 
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academics became more involved in research endeavours that required 
assistance. Another limitation in the functioning of the department was the 
regulation that accompanied the university merger necessitating staff to retire 
at the age of 60. The director of the MEDev unit, assigned to oversee C2001 
implementation, was to retire in 2002. He was also told that accumulated 
leave would be forfeited and was advised to take his due leave. 
 
Functioning in the MEDev unit entailed interacting with volunteers from the 
other departments of the faculty to construct the themes and plan 
assessment and also to provide staff training to support PBL. From 2004, I 
was assigned to the evaluation unit of the virtual School of Undergraduate 
Medical education (SUME) into which the MEDev unit was incorporated. Staff 
in the ‘virtual school’ was, apart from the facilitation and staff training, not 
directly responsible for the teaching and delivery of the MBChB programme. 
The current situation is however different. SUME currently employs about 
twenty full-time members of staff that coordinate the activities of the 5-year 
programme. The research setting was described in Chapter 3.  
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5.2.2. Case Study Methodology 
As stated above, this study utilised a qualitative case study methodology. 
This facilitated the application of an inductive research strategy, which 
facilitates the building of concepts and theories (Bailey, 1991). Yin (1994:23) 
defines a case study as: 
an empirical inquiry that investigates a contemporary phenomenon 
within a real-life context, when the boundaries between phenomenon 
and context are not clearly evident and in which multiple sources of 
evidence are used to increase validity and reveal diverse 
perspectives. 
As such, I had very practical considerations in the selection of the unit of 
analysis for this study. As a new employee at the NRMSM and informed by 
my training in the field of education, I became interested in the reasons for 
the seeming failure of the implementation of PE in the PBL context. My 
position in the school made it convenient to undertake the study. Thus the 
units of analysis were those students who experienced the PE as the first 
cohort in 2001 and academic staff members of the curriculum and 
assessment decision-making committees (i.e. the Faculty board, 
Undergraduate committee (UG), Curriculum Development Task Force 
(CDTF) of the UG and the Assessment group of the CDTF). 
 
Many writers have highlighted the benefits of the case study methodology for 
qualitative inquiry (Merriam, 1998; Edwards & Talbot, 1994; Mark, 1996). In 
this study, it provided a strategy for research that intended to understand 
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complex social phenomena in a specific educational setting. The 
methodology did not influence the behaviours of participants or the order of 
events and thereby ensured the investigation retained the holistic and 
meaningful characteristics of real-life events (Yin, 1984). This helped me, as 
researcher, to gain an in-depth understanding of the situation and the 
meaning for those involved (Bailey, 1991; Merriam, 1998).  
 
The case study methodology also facilitated the development of educational 
theory that served to illuminate educational policy while it enhances 
educational practice (Bassey, 1999). This means that educational theories 
are often cited to justify curriculum decisions while these justifications are 
reflected in policy directives, this, does not guarantee practical application by 
educators in the setting. In this investigation the case study methodology was 
chosen to illuminate hidden dimensions of the setting that could explain this 
phenomenon. The use of the case study design further articulated well with 
the intention and purpose of the study, which was not to prove or disprove 
the effect of the progress examination in the setting, but to understand the 
alignment of purposes that the examination was to serve with reference to 
C2001 while examining the process of reform. A final appealing feature of the 
methodology was its recognition of complexity and ‘embeddedness’ of social 
truths (Henning et al., 2004). The triangulated method of data collection and 
analysis that I used enabled an exploration of the research problem and 
questions from a variety of perspectives.  
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Despite the value and insight offered by case study methodology, as stated 
above, its use in medical education remains limited (Lueng, 2002). It is thus 
anticipated that this study will contribute to addressing this deficiency in 
medical educational research, in particular. Furthermore, since the majority of 
studies in assessment in general, and the PE in particular, have been 
conducted from a psychometric, quantitative perspective – and with relative 
homogenous student populations – medical educators may benefit from 
qualitative insights into a setting such as the NRMSM where the student 
samples represent a variety of cultures and secondary schooling 
experiences. 
 
There are, however, several limitations of using the case study design. One 
perceived limitation relates to the microscopic nature of the case and the 
subsequent application of the findings to other situations. From the other 
perspective, the case study investigates process rather than outcomes, 
context rather than specific variables, to enhance the understanding of a 
context (Simon 1980, cited in Bassey, 1999). There is thus no intention to 
generalise the findings to other settings or individuals in medical education. 
Case studies are generalisable to theoretical propositions (Yin, 1984). Their 
unique strength to deal with a variety of evidence (e.g. from documents, 
artefacts, interviews, questionnaires and observations) thus made the case 
study the most appropriate methodology for this investigation.  
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5.3 PARTICIPANT SELECTION 
Based on the purpose of the research and the desire to create meaning from 
various perspectives, purposive rather than random sampling of participants 
was used. The sample, which included the first student cohort in C2001 
(n=197) and key informants from the academic staff (members of the various 
curriculum, assessment and Undergraduate Committees) (n=15) were 
selected for their ability to provide the most relevant views in terms of the 
research problem (Borg & Gall, 1989).  
 
Initially, the selected data sample included only the student cohort but 
observations in the setting and early analysis revealed that staff might have 
had different expectations and experiences that would provide a more holistic 
interpretation. In addition, the sample from which perceptions were sought 
was extended to include staff (academic and administrative) who constructed 
assessment items for the PEs and who served on various curriculum 
decision-making bodies in the School. 
 
The research question that interrogates the underlying pedagogical principles 
that informed curriculum and assessment reform at the School, assumed that 
educators had an understanding and conceptualisation of the outcomes and 
philosophy of PBL and believed that successful PBL implementation would 
be beneficial to the students. The design of the study recognised that 
making-meaning and reaching understandings are not instantaneous 
revelations but subject to change over time as educators engage in 
discussions around curriculum reform (Yin, 1984). The study was premised 
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on the assumption that opting for PBL at the NRMSM and having engaged in 
workshops facilitated by PBL experts, as well as an extensive curriculum 
debate processes would have enabled some understanding of PBL and the 
need for a different assessment process at the school. Thus, using purposive 
sampling, the staff selected had been exposed to the PBL workshops and 
later played a leading role in designing learning encounters in the theme-
related activities in C2001. 
  
5.3.1 Staff Sampling 
The staff sample consisted of 11 academics (six males and five females). 
Three were Medical Scientists who specialised in subjects such as 
Physiology and who are not medically qualified while seven were clinicians 
(medical doctors assigned to hospitals). Two were administrators at the 
School with no teaching duties. Of this sample, five served on four or more of 
the main committees that dealt with the planning and implementation of 
C2001 and its assessment. These included the Assessment Group; the 
Steering Group of the Curriculum Development Task force (CDTF), 
Undergraduate Committee and Faculty Board.  
 
At the time of data collection, four members of staff sampled had formal 
educational qualifications such as higher degrees or diplomas in education or 
medical education in addition to their primary scientific or medical 
qualification. This is important, as it is a proposition in this thesis that medical 
lecturers needed educational workshops and sustained exposure to 
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education to bring about a conceptual shift in how they regard their roles in 
the training of students.  
 
While the initial sample only included the Assessment and CDTF staff (n-8), 
this sample was later extended to gather data from theme heads from the 
first year (n=3). As the curriculum was phased in, this group of participants 
was further extended to include theme heads (n=2) from second and third 
year themes (n=2). These individuals were tasked with driving and 
coordinating a six-week long theme of learning (e.g. Nutrition). They ensured 
that the case of the week included interdisciplinary input and identified other 
members of staff to collaborate with for teaching and assessment of various 
aspects of the theme. It was, however, not possible to get the views of theme 
heads of the 4th year as the PBL format of the fourth year was changed after 
being offered only once (2004) to the 2001 student cohort. This was in 
response to requests from students and clinical staff to increase students’ 
clinical exposure in the 4th academic year. In addition, the majority of theme 
heads in year four were not faculty-based and they spent most of their time at 
one of the training hospitals in the greater Durban functional region. 




Gender Administrator Clinician Medical 
Scientists 
Associated 






Male    4 2 All 6 
2001 Female    2 3 Three of 5 5 
Male  2       2 
2002 Female            
2003 Male    1   
Both Theme 
heads 1 
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Female      1   1 
Male    2   
Both Theme 
heads 2 
2004 Female            
Male    
2005 Female  No themes planned in this year   
Total    17 
 
This purposive sample of academics (n=15) and two administrators (Table 5) 
were thus selected for their regular interaction with decisions involving 
assessment (the PE) and curriculum issues. They were approached for their 
perspectives regarding the purposes, educational principles and process 
followed during C2001 and PE planning and implementation. The views of 
two administrators who served as chairperson of the Undergraduate 
Committee and faculty representative at Senate were sought for the 
managerial view of the curriculum implementation and assessment review 
processes. Each of these key participants was interviewed for approximately 
45min by use of a semi-structured interview (Appendix C).  Several informal 
discussions also occurred during the period of data collection to explore, 
verify and confirm initial responses. 
 
5.3.2 The Student Sample 
Student participants included the first cohort in C2001, who had received 
extensive briefing on C2001 philosophy during their orientation and at several 
points in their first year. They sat for the PE at three intervals during their first 
year and received some feedback on their progress. This cohort consisted of 
194 students. Their experiences were followed over a five-year period, from 
their first year in 2001, until they graduated in 2005. This cohort was the most 
convenient and approachable data source for their experience with the PE. 
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The group had been divided into 20 smaller groups, each with its own 
representative with whom I met twice, every six weeks. These meetings 
called in my capacity as year coordinator and held at the Medical educational 
unit helped to gather students’ perceptions regarding the quality of their 
learning and experiences in C2001. The focus groups provided rich input into 
their experiences. 
 
Of the 194 students who participated in the project, 57 (29%) were ‘mature 
students’. This means that they had completed a year or more of a tertiary 
qualification in Science or a related Health Science field before entering 
medical education. One hundred and five (105) students (54%) entered the 
medical school directly after completing Grade 12 (Matric). Thirty-two (32) 
students (17%) of the cohort were repeating year 1 after having failed in the 
traditional curriculum. While some students preferred to repeat the year in the 
traditional curriculum, others opted to enter the PBL curriculum and could be 
viewed as ‘mature students’ because they had completed a year in the 
programme. If these students were combined with the ‘mature students’, the 
percentage of mature students would increase to 46%. 
 
5.4 DATA COLLECTION 
Data collection commenced in 2001 and ended when the student cohort 
graduated in December 2005. The collection process occurred iteratively and 
‘serendipitously’ (Patton, 2001) throughout the period of engagement with 
key informants, which enabled the collection of perceptions and experiences 
over a prolonged period. The prolonged period of interactions added to the 
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trustworthiness of the data. This study applied theory, data and methodology 
triangulation. Theory triangulation refers to the adoption of multiple 
perspectives to interpret a set of data and data triangulation refers to the use 
of a variety of data sources. Methodology triangulation refers to the use of 
multiple data collection methods. 
 
To illustrate, as reported in Chapter 4, the theoretical framework for the 
study draws on different theories to collect and interpret data. These 
constructivist theories essentially emphasises the role of social encounters in 
the development of meaning and understandings in educational settings 
(Atherton, 2005). In particular, this perspective includes the principles of 
adult, deep and self-directed learning (Brookfield, 1995; Knowles, 1984; 
Miflin et al., 2000; Stefani, 2004; Biggs, 1994; Rushton, 2005), and the nature 
and context of complex educational change (Fullan; 1985; Gale and Grant, 
1997).  
 
Data collection methods in the study included a combination of participant 
observations, documents analysis, semi-structured interviews, focus group 
discussions, and the administration of two questionnaires (Appendices DI-
DII) to the cohort of students over the five-year period. In seeking to explain 
the efficacy of the PE and the impact of its implementation on students’ 
learning behaviour, a qualitative case study approach was utilised. 
Specifically, three research questions were addressed. To answer the 
question, what educational principles influenced the adoption and 
implementation of the progress examination in the context of PBL at the 
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NRMSM? , I collected data through participant observations, semi- structured 
interviews and documents analysis.  
 
5.4.1 Participative Observation 
Wolcott (1994) defines observation as a process that employs an iterative 
process of asking, watching and reviewing. The observations were 
undertaken to understand stakeholders' experiences of and responses to 
curriculum reform and the implementation of the PE, and to be able to 
triangulate findings with their own responses. Observation is the art of noting 
a phenomenon. It consists of the researcher gathering impressions about a 
phenomenon, through all his/her relevant human faculties (Bogdan, 1982; 
Cohen, 2000; De Vos, 2005). Data was collected at meetings of the 
Assessment, Curriculum Steering Group, and Undergraduate Committees 
where I served as assessment coordinator and member. I observed the 
discussions around the curriculum and assessment process in general and 
the PE in particular. I was particularly interested in the purposes to be served 
by the PE and the experiences of the students and staff around the issues of 
the PE. As a participant observer and as educational advisor, it was fairly 
easy to participate in discussions. Most decisions were, however, majority 
decisions, which did not interfere with my researchers’ or observers’ role. In 
order to keep a record of my reflections, I used field notes to separate my 
role as a member of the various committees and my role as a researcher. 
 
I conducted the observations. These were conducted despite awareness that 
a major criticism of this data collection method relates to the researchers own 
perceptions, which might be influenced by bias (Miles, 1994). Similarly, the 
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method is criticised for lack of reliability and generalisability due to the 
limitation of statistical analysis to confirm the observed patterns (Cohen, 
1994). However, for this study I was informed by the school of thought that 
believes observations to be a credible method if conducted in a systematic 
way and repeated over varying conditions (Denzin, 1989). The observations 
were recorded and supported by field notes to capture and reflect my 
thoughts and processes. As a member of staff to the Medical Educational 
Development Unit (MEDev) my professional roles included serving as 
education consultant, faculty developer, assessment coordinator, evaluator 
and later also year coordinator. These multiple roles facilitated entry and 
access to discussions around C2001 implementation while it also challenged 
me ethically in relation to the extent to which I could participate in decision. 
The field notes as reflections were useful to anchor and acknowledge as the 
study unfolded. My perspective and knowledge of the curriculum are thus 
informed by my participatory role during these sessions as it related to the 
design, implementation and evaluation of the MBChB programme. 
 
5.4.2 Document Analysis 
In addition, data was gathered and triangulated by means of document 
analysis of meeting minutes of the Educational Review Committee (a 
committee that later evolved into the Curriculum Steering Group), 
Undergraduate Committee and the Faculty Board and the Assessment 
Group. Documents and records are defined as text that had been prepared to 
attest to some formal transaction or agreement (Lincoln & Guba, 1985). In 
addition, document analyses were also undertaken of the feasibility report 
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(2000) (Appendix L), faculty rules (2001-2005) (Appendix E), the quarterly 
(Mednews) medical school newsletter (Appendix F) and correspondence of 
the assessment group (Appendix G). 
 
These documents provided insight into the curriculum and assessment-
planning processes and the factors that had been considered to convince 
faculty of the change to PBL and the progression rules for students in C2001. 
The concerns of staff prior to the C2001 implementation regarding the 
feasibility of PBL were also addressed in the quarterly newsletter.  
 
Document analysis was chosen for its unobtrusive ability to aid interpretation 
since the analysis process did not affect the nature of the documents. 
Documents may reveal factors promoting and/or hindering curriculum reform. 
Through document analysis, the study sought to establish and triangulate 
educators’ and change agents’ perceptions about the way the curriculum was 
planned and the manner in which the implementation had been managed.  
 
My selection of documents for review was informed by conversations with the 
Director of the Medical Education Unit (my line manager at the time), and 
engagements with members of the Curriculum Steering Group. Access to the 
student assessment records of the previous five years, when students 
studied in the traditional programme, was included to compare the pass rates 
of students in the PBL and traditional curricula.  
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Thus, to answer the question, Did the pedagogical principles inform the 
implementation of the PE at NRMSM?, the minutes of the Assessment 
Committee, Curriculum Steering Group, Undergraduate Committee and the 
Faculty Board meetings were analysed. The two most recent accreditation 
reports of the HPCSA were also analysed to compare whether the references 
made to the student assessments and pass rates (2001 report) had been 
addressed in the 2005 report. For the analysis of these documents, content 
that reflected the educational purpose and suitability of the PE for cognitive 
assessment in C2001 was selected. References to the structure, format, 
marking procedure, recording, and reporting of the PE were also included. 
Evidence of staff and student involvement in the planning and 
implementation were also sought.  
 
5.4.3 Semi-Structured Interviews 
To address the question: What are stakeholders’ (academic staff and 
students) perceptions of the PE in the context of PBL?, semi-structured 
interviews were conducted with 15 members of staff who served on the 
Assessment, Curriculum, Undergraduate Committees and the Faculty Board 
to ascertain their views and experiences regarding the assessment system at 
the NRMSM. The staff composition represented the decision-makers and 
theme heads who were supposed to have had the most intimate knowledge 
of the PE and who were to have interacted with students more frequently 
regarding academic achievement. One interview session of approximately 
45-60min was conducted with each of the key participants in 2003, three 
years after PE implementation. The interviews were not audio- or video- 
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recorded and the responses were captured in field notes for analysis. Field 
notes were written and elaborated on and transcribed immediately after each 
session (Appendices CII-III). The interviews were conversational and 
interactive in an attempt to offer a non-threatening way to gather participant’s 
perspectives. The semi-structured interview approach was used as it offered 
an engagement in a more conversational style while the open-ended 
questions could be explored that yielded in-depth information. This approach 
enabled the exploration of questions around beliefs and basic issues and it 
provided the flexibility to explore meaning, interpretation and nuances as it 
emerges without running the risk of the interview becoming an inquisition or 
intimidating to participants. In cases where I believed I had gained insufficient 
understanding of a particular participant’s perspective, the prolonged 
engagement with the participants presented many opportunities for follow-up 
and additional probing. The data gathered from each interviewee were 
unique in terms of the individual’s interaction in the research setting and was 
captured in Microsoft Word. These interviews were transcribed into NVivo for 
the analysis.  
 
5.4.4 Questionnaires 
The students’ views of the C2001 and the PE were captured at several 
instances during the period of engagement and by means of a variety of 
strategies. Many of these were opportunistic as student representatives were 
expected to have regular feedback meetings during the phasing in of C2001. 
To illustrate, to gather data about the students’ experiences of the PE, I 
analysed the theme evaluation reports (Appendix B) of students’ 
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experiences in the curriculum that were administered at the end of each 6-
week theme over the first four years. Only the themes where students 
referred to assessment in general and to the PE were included in the 
analysis. In addition, two questionnaires were administered to students of the 
cohort. The first was attached to the theme evaluation in October 2001 
(Appendix DI) and the second (Appendix DII) was administered to a 
representative sample (a third of the class, n=75) during their 4th year in July 
2004. This sample reflected the demographics of the cohort in terms of racial 
groups, prior secondary experience and gender. Apart for eliciting students’ 
perceptions, the purpose of the first questionnaire was to gather information 
on their understanding of the assessment system and the rules that governed 
their progress in C2001.  
 
The purpose of second questionnaire was to confirm and triangulate 
students’ perceptions on assessment issues and learning behaviour raised 
during the focus group discussions. Both questionnaires were self-
administered. The questions were logically sequenced to deal with the areas 
of preparation for assessment, assessment instruments and students’ 
perception of the fairness of the assessment instruments used in C2001. 
Respondents were verbally informed of the purpose of the questionnaires 
and received instructions for their completion. Both closed and open-ended 
questions were posed. The ordinal data was captured and scanned using the 
Opscan software program. Data gathered from the open-ended sections of 
the questionnaires were captured in Microsoft Word and analysed using 
NVivo. 
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5.4.5 Focus Group Interviews 
A focus group interview is a systematic questioning of several individuals 
simultaneously (Fontana, 1994). The participants constitute a focus group in 
the sense that they bear something in common with the study's questions. 
Two focus group sessions of 60 minutes each were held for evaluation 
purposes with 18 group representatives in the students’ second (2002) and 
third (2003) academic years. These discussions, which used a semi-
structured interview format, explored issues relating to the experiences of 
stakeholders during the PE and curriculum implementation. Document 
analysis was conducted on aspects relating to assessment issues to better 
triangulate the students’ perceptions of the PE with data gathered from the 
questionnaires.  
 
5.5 DATA ANALYSIS  
Different approaches to qualitative data analysis have been debated in the 
social sciences literature (Strauss, 1987; Silverman, 1993; Miles & 
Huberman, 1994). Guided by Mason’s (1996) descriptions of the process, I 
employed mainly ‘interpretive’ and ‘reflexive’ data analysis. While the 
interpretive approach is centered predominantly on making sense of research 
participants' accounts to enable the researcher to understand their meaning, 
the reflexive approach focuses on the researcher’s beliefs and contribution to 
the processes of data creation and analysis. Despite the interpretative 
approach being the focus of the study, Mason (1996) argues that qualitative 
practices should involve a combination of interpretative and reflexive 
approaches.  
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The lengthy period of data collection (2001 - 2005) generated a considerable 
amount of data. The data had to be managed (labelled, filed and stored) to 
be accessible for analysis. To facilitate this process, I conceptualised the 
data as belonging to three interconnected levels: raw, organised and 
analysed data. This notion of interconnected levels illustrates that 
interpretations and conclusions at the stage of analysis rest on choices made 
at the stage of organisation. In turn, the choices made at this stage were 
related to the ways in which the raw data had been captured. In addition, 
both the content and the structure of the raw data are intimately related to the 
researcher's own ideas or pre-theories about the topic of investigation prior to 
data collection. The raw data was generated from primary sources in the 
form of field notes, interview transcripts and from secondary sources such as 
texts of published and unpublished documents (i.e. rule books, feasibility 
report, minutes of meetings and student records). For the purpose of this 
study, data was stored and managed by means of the Microsoft Office 
software packages (Microsoft Word, Microsoft Excel, QSR NVivo).  
 
Understanding of human behaviour emerged slowly and non-linearly or 
iteratively, which implied a constant back and forward movement. As in 
design and implementation, qualitative analysis typically follows an iterative 
path. Thus, the qualitative analysis process started in the field, continuing 
through and beyond the data collection phase, including numerous rounds of 
questioning, reflecting, rephrasing, analysing, theorising and verifying. Three 
processes occurred concurrently (i.e. data gathering, data coding and the 
construction of categories) to capture the characteristics of the data. The 
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simultaneous nature of this process enabled me to develop tentative 
categories and themes, which provided answers to the research questions 
(Merriam, 1998).  
 
Qualitative analysis emphasises how data fits together as a whole, bringing 
together context and meaning. While many approaches exist, the most useful 
for my purposes was to use the research questions to group the data and 
then to look for similarities and differences in stakeholders’ views or to 
analyse the texts to answer the question. The reading of substantive theory 
that framed the conceptual framework also informed the coding process into 
categories and themes.  
 
It was thus important for me to first become familiar with the collected data. 
This was achieved by being immersed in the data, a phase when the text and 
field notes were read and re-read. As the reading proceeded, and with 
reference to the key questions, I became aware of emerging themes and 
these were roughly coded. The coding process involved describing aspects 
of the data in shorthand to allow retrieval in the future. The process involved 
following a system whereby specific aspects of the data with the same 
characteristic were given the same code (Merriam, 1998). The data gathered 
as text was coded using an open coding system. At the initial level, basic 
information such as time, place and the characteristic of the interviewee were 
recorded. At the second level, interpretive constructs were employed to look 
for patterns and themes. Field notes that reflected the researcher’s thoughts, 
and speculations, were also kept for later use. 
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While NVivo software facilitated the process of coding, the choice of how to 
code a section of text in a specific way still rests with the researcher. The 
virtue of the software, apart from presenting an organised storing system, 
was that it allowed me to make notes as the process continued and facilitated 
searches for specific codes in different documents or sets of data. Upon its 
classification, the themes represented a reasonable researched set of reality 
and each theme was used as the basis of an argument in the discussion. In 
the final stage of data analysis, an overall interpretation of the study findings 
is presented, showing how thematic areas relate to one another. This stage 
explains how the network of concepts responds to the original study 
questions and what they mean beyond the specific context of this study. 
Within the broad categories, I analysed data further as briefly described 
below. 
 
Firstly, there was the context or research setting code. In this category, I 
analysed information about the setting and the respondents. This included 
descriptive statistics about the respondents. Such information allowed the 
study to be placed in a larger context. Secondly, some data was categorised 
under perspectives held by respondents, including such issues as views on 
the curriculum and the PE, role perceptions, shared rules and norms, and 
concerns. Finally, a code I called ‘emerging issues’ was used to capture 
pertinent issues that seemed to emerge from and cut across all the other 
categories. This code contained data from which conclusions would be 
drawn. 
 168  
 
5.6 TRUSTWORTHINESS  
Reliability, which refers to the extent to which the research findings can be 
replicated under similar case conditions, is particularly difficult in social 
sciences because human behaviour is never static. The traditional notion of 
reliability is based on the assumption that there is a single reality and that a 
repeated study of the same phenomena will yield the same results (Merriam, 
1998). Qualitative studies, however, are based on different assumptions 
about reality, and the level of abstraction and conceptualisation in interpretive 
case studies allows for the suggestion of relationships among variables or for 
the construction of new theory (Merriam, 1998). The aim of the researcher in 
qualitative studies is, however, to understand a particular phenomenon within 
a specific setting. 
 
Validity refers to the researcher’s interpretation of the data as a true reflection 
of the findings. Ratcliff (1983) in Merriam (1998:p201) refers to the 
researcher as the “translator and interpreter” since the “data does not speak 
for itself”. The following strategies were used to ensure reliability and both 
internal and external validity in the study. Firstly, I declared and explained my 
biases, theory, assumptions and criteria for sample selection and the social 
context for data collection. Secondly, by using various data-gathering 
techniques (i.e. interviews, questionnaires and document analysis), I aimed 
to triangulate the data. Data was further gathered from various participants in 
the setting (i.e. students, administrative management team, participants of 
the Assessment- and Curriculum Steering groups and the Undergraduate 
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committee). Triangulation is the application and combination of several 
research methodologies in the study of the same phenomena (Lechner, 
2001). Data collection was informed by a combination of theories, and 
included a variety of methods, empirical materials and participant viewpoints. 
This was meant to overcome the biases that often come with single method, 
single observer, and single theory studies (Bassey, 1999; Bland et al., 2000). 
Thus, cognisant of the subjective nature and problems relating to my ‘single 
observer’ status and the limitations imposed on findings due to the validity of 
the perceptions of the observer (Lechner, 2001), I resorted to the use of 
triangulation to minimise the impact of researcher bias. As a final check for 
trustworthiness, I took heed of Patton’s (2001:440) exhortation that all 
qualitative researchers have “an obligation to monitor and report their own 
analytical procedures and processes as fully and truthfully as possible”. 
Triangulation of sources and data essentially allowed me to view the 
innovation and context from many angles, thereby obtaining a broader 
perspective.  
 
5.7 LIMITATIONS OF THE STUDY 
A qualitative case study design was used to explore the perceptions of 
stakeholders. While I acknowledge that qualitative studies are rarely 
generalisable and that insights from this explorative study would not be used 
to predict success in other settings, I also believe that some valuable lessons 
can be learnt from this single case and that others in similar contexts might 
apply these in their own work.  
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A second limitation of the study is linked to my dual role as a participant 
observer (I was both a researcher and a staff member in the school). As a 
staff member, and at the time of the study, one responsible for assessment in 
the school, my own bias towards the curriculum change and towards 
formative feedback might have clouded my researcher-judgement at times. 
To guard against this, I kept a reflective journal in which I constantly reflected 
on and checked these biases against the various sources of data I had at my 
disposal.  
 
Other limitations of the study involved conditions in the research setting. For 
example, substantial tensions developed between students in the 6th year of 
the traditional programme and the cohort registered in the PBL curriculum 
(who were the participants in this study). While I had planned to compare the 
two groups’ exit knowledge by having both write the PE at the end of their 
final year (2005), this did not occur as the leadership of the medical students’ 
representative council (MSRC) objected to any research and comparison 
between the two cohorts. 
  
Most of the active participants involved in the study and those regularly in 
contact with me as the researcher were involved in more than one aspect of 
either the decision-making process or the implementation of C2001. They 
were thus mostly committed to the curriculum reform process and were 
active ‘change agents’ as the more hesitant members of staff generally did 
not volunteer their services during the first three years. This may have 
affected the perceptions gathered from faculty members sampled as most of 
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them would have had agreed with the aims and goals for the curriculum. 
Students were also not blind to the innovation and may have used the 
discussions (interviews) to raise concerns about the implementation process 
in general. It was difficult to gather data from the students’ final year as they 
were attached to various hospitals and instead, perceptions of the student 
representative body were sought. This might have led to a bias in relation to 
whose views got represented in this study. Triangulation of data collection 
methods and data sources somewhat addressed these shortcomings.  
 
5.8 CONCLUSION 
In this chapter, I have described the research design and methodology 
utilised in this study. The chapter locates the study in the qualitative research 
paradigm. As a naturalistic approach, qualitative research was appropriate 
because the study sought to examine stakeholders’ understandings and 
experiences of, and responses to, curriculum and assessment reform at the 
NRMSM. The trustworthiness of this study lies in the use of mixed data 
sources and selected theoretical frameworks that provide coherence and 
integrity to the account.  
 
Also consistent with the qualitative research approach, the chapter has given 
an account of how the data was analysed. In the next chapter, I present the 
findings to the research questions. 
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CHAPTER 6 
FINDINGS AND DISCUSSION 
 
6.1 INTRODUCTION 
As described in the previous chapter, a qualitative case study was used to 
explore stakeholders’ perceptions of the efficacy of the progress examination 
(PE) as an assessment tool in the context of problem-based learning (PBL) at 
the Nelson Rolihlahla Mandela School of Medicine (NRMSM). Data collection 
methods included a combination of participant observations, semi-structured 
interviews, focus group discussions and document and questionnaire 
analysis. The unit of analysis was the NRMSM with particular attention being 
paid to the 2001 cohort for the students’ experiences with the PE. This cohort 
represented the first student intake into the PBL programme and had 
experienced most of the changes of the progress examination. Other key 
informants’ whose views were sought included academic and administrative 
staff who were involved in decisions to modify the PE through their service on 
the assessment working group, curriculum steering group and the 
undergraduate committees.  
 
As discussed in the preceding chapters, the investigation reported in this 
thesis was premised on my observation that a misalignment existed between 
the professional and pedagogical goals of the PBL curriculum (C2001) and 
the PE as a strategy adopted to assess cognitive learning at the school. To 
illustrate, the overall aim of C2001 was the development of deep, life-long 
learning strategies among learners (Barrows, 1986; Barrows and Tamblyn, 
1980; Rolfe and McPherson, 1995). In accordance with these principles, PBL 
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supporters advocate the design and implementation of true, contextual, real-
life assessment tasks that closely meet the desired performance of 
practitioners in authentic contexts (Gipps, 1994; Savin-Baden & Major, 2004). 
Furthermore, the purpose of the implementation of C2001 was to develop a 
new educational culture that would have promoted collaboration and learning 
amongst staff and students at the School. Within this setting, staff members 
were to model continuous learning practices and team work, and embrace 
new roles to promote individual and professional development of students 
into competent care-givers.  
 
Yet, in spite of the curricular (PBL) and assessment (PE) interventions, my 
initial observations suggested that the PE was not suitable for assessing 
learning in the context of the PBL curriculum and that this method of 
assessment tended to contradict the curricular principles of PBL that 
essentially aim to promote critical thinking and problem-solving through social 
interactions. Reasons for this mismatch were numerous. There was 
resistance from educators to provide students with formative assessment 
information that would have enhanced skills such as self-direction and self-
evaluation. Adaptations to the PE and the failure of instructors to deliver on 
promises of improved feedback to students eventually resulted in the 
students rejecting the PE and its role in guiding and supporting their learning 
and their refusing to sit for the examination.  
 
This study is premised on the notion that the successful implementation of 
the PE in the context of PBL at the NRMSM would depend on stakeholders’ 
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understanding, experiences of and responses to the curriculum and 
assessment transformation processes. It is also premised on the notion that 
a number of factors such as the context and history of curriculum change and 
the students’ experiences of the innovation, the leadership, as well as 
support from academic staff in the various departments impacted on C2001 
and the PE implementation. To address the research questions, the study 
utilised theories of educational change and learning, and from this vantage 
point, posited that learning and collaboration among instructors, as well as 
between staff and students, are essential for deep and meaningful change. 
As such, specific pedagogical and professional principles would have 
informed the adoption of C2001 and influenced the decisions that informed 
the choice and format of the PE as an assessment tool.  
 
Thus, the study sought to analyse major stakeholders’ (staff and the affected 
students) experiences of C2001 and in particular, of the progress 
examination. Utilising a qualitative case study approach, the study addressed 
three research questions: 
1. What educational principles influenced the adoption and 
implementation of the progress examination in the context of PBL at 
the NRMSM?  
2. What were the stakeholders’ understandings of the nature, principles 
and goals of the progress examination and its suitability for assessing 
students’ cognitive learning in the context of PBL?  
3. What were the experiences of stakeholders of the implementation of 
the progress examination and the factors that shaped it? 
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In this chapter, the findings from the study are presented and discussed in 
relation to these research questions.  
 
6.2 EDUCATIONAL PRINCIPLES THAT INFORMED THE ADOPTION AND 
IMPLEMENTATION OF THE PE  
To ascertain the pedagogical and professional principles that influenced the 
adoption and implementation of the PE at the NRMSM, data were collected 
using interviews with staff and analysis of documents. The analysed 
documents included minutes of meetings of the Faculty Board, Assessment 
Committee and the Curriculum Steering Group, as well as field notes from 
observations in the various teaching, learning and administrative activities 
and fora in the school. In addition, student rulebooks (2001-2005), and the 
accreditation reports to the Health Professions Council of South Africa 
(HPCSA) (2001/2005) were analysed.  
 
What conditions led to the adoption of C2001 and the PE? Findings from 
studies conducted during the days of the former University of Natal Medical 
School (before the merger with the University of Durban-Westville, Chapter 1) 
concluded that students experienced their first three years burdened by the 
intense factual overload and that this resulted in high failure rates and 
inappropriate student learning. In addition, a study by Frame and Seneque 
(1991) reported that students felt driven to inappropriate learning strategies 
(i.e. rote memorisation and factual recall) when burdened with an intense 
factual overload. It was reported that students were unable to apply clinical 
reasoning and problem-solving skills in the clinical context (Frame and 
Seneque, 1991; Olmesdahl and Manning, 1999). These studies suggested 
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that the use of the surface learning strategies hindered students’ 
understanding, which is required for deep, meaningful learning. The authors 
concluded that the traditional curriculum did not prepare medical graduates to 
apply transferable skills such as self-direction, communication, leadership and 
teamwork, required for general clinical practice. A review of the curriculum 
was recommended. More importantly, a wider variety of assessment formats 
to aid learning and problem-solving during learning was suggested (Frame & 
Seneque, 1991).  
 
Discussions regarding the poor academic performance of students led to an 
increased awareness of the teaching, learning and assessment practices at 
the NRMSM. While some innovative teaching practices followed, they were 
limited to specific departments. These initiatives caused students to compare 
the progress and quality of their learning experiences across departments. 
The discussions resulted in the establishment of the Medical Development 
unit to improve the overall quality of teaching and learning (Interview Prof L, 
Steering and Assessment Group member, April 2001). By July 1997, the 
Faculty Board resolved to form a Curriculum Development Task Force 
(CDTF) to reform the curriculum at the school.  
 
It was, however, not the first time that curriculum reform had been 
considered. The potential for the curriculum to improve student learning had 
previously been recommended by at least two task teams (Bhaghat 
Commission, 1978; Adams et al., 1987; Minutes of Faculty Board, 26 July 
1993). A proposed date of implementation (January 1995) had also been set 
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on that occasion (Minutes of Faculty Board, 26 July 1993). In the view of Prof 
T, a former chairperson of the Undergraduate Committee, previous attempts 
at curriculum reform had been sparked by the South African Association for 
Medical Education (SAAME, Durban, 1985). He recalled how a 1990 meeting 
had resulted in the formation of an Educational Review Group (ERG) at the 
School.  
 
The ERG was to explore and implement a student-centered curriculum that 
encompassed a holistic and community-orientated approach to medicine. 
The Group set out to design a core, integrated curriculum to develop self-
direction in learners. At the time, the ERG stated that the educational aims 
would only be achieved if the faculty agreed to an implementation strategy. 
Their proposal suggested the integration of teaching, learning and 
assessment and the development of a learning context that facilitated 
problem-solving. They also proposed the inclusion of selective options to 
increase students’ awareness of community needs, while they recommended 
that a staff development strategy should be employed to familiarise staff with 
the pedagogical goals to be achieved in C2001 (Minutes of Faculty Board, 16 
Sept 1991).  
 
The ERG, however, had limited success in presenting a feasible plan to the 
Faculty. In Dr N’s opinion, the failure to launch the curriculum resulted from 
the inability of the Acting Dean to champion change at the school (personal 
communication, Dr N, 10 July 2003).  
Prof T asserted that: 
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…Although curriculum reform had been on the cards for long, the 
external and global environment to facilitate curriculum change only 
favoured reform in the mid 1990s. (Interview, 8 May 2002). 
 
The ERG nevertheless became the forerunner for the work of the CDTF at 
the site. The CDTF highlighted the same principles that had been identified 
by the ERG many of the decisions of the ERG were used to guide the 
reform. 
 
The Faculty Board agreed to the key educational aims of the ERG (16 
September, 1991, Minutes of Faculty Board). A core curriculum that 
integrated content across the disciplines was once again being discussed. 
Members of the Board expressed a desire to develop students’ motivation to 
ensure that they become independent learners, critical thinkers and able to 
engage in ongoing self-development and reflection. It was further envisaged 
that the curriculum would be responsive and adaptable to needs and 
changes in the community (16 September, 1991, Minutes of Faculty Board).  
 
The curriculum reform coincided with the National Department of Education’s 
initiative to bring about social transformation and the implementation of an 
outcomes-based curriculum in the schools (NQF, 1997). Both reforms 
emphasised curricula that placed the student at the centre of the learning 
process (Department of Education, 1997; The World Health Organisation, 
1998). 
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Addressing the practicalities of improving teaching, learning and assessment 
at the School was not an easy process. Previous task teams encountered 
substantial difficulty when planning for change. As one member of the 
Steering and Assessment Committee commented:  
Most attempts at curriculum reform stalled at the proposal phase 
when staff could not agree on a suitable model. (Minutes of Board 
meeting, 12 July 1993; Interview Prof L, Steering and Assessment 
Committee Group member, 6 April 2001).  
 
There was overwhelming concern that the School’s reputation of producing 
good clinicians nationally and internationally should continue. Staff also 
recognised the need for future graduates to embrace a philosophy of life-long 
learning to meet future challenges in medicine and medical technology 
(Minutes of Faculty Board, 18 July, 1994). As one member of staff reported: 
At the School, a critical mass of change agents who were 
knowledgeable about PBL and others who joined the school after 
being exposed to PBL institutions overseas influenced the curriculum 
debates. (Interview Prof L, Steering and Assessment Group member, 
6 April, 2001).  
 
The concern regarding the quality of the student’s learning at the site 
coincided with the global trends in medical education that favoured the 
development of life-long, self-directed learning skills over the dissemination 
of factual information as a learning strategy. One member of staff illustrated 
the support for the reform in the light of the massive changes that had been 
taking place in the country:  
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Paradigm shifts in all aspects of life, including the health services, 
demanded new ways of looking at health and disease (Dr M, 
Interview, 10 October 2002). 
 
The choice and format of the curriculum were not debated for too long. 
According to one academic member of staff: 
We thought PBL and OBE was the same thing in that both focused, 
and resulted in, improved student learning. With some of the 
colleagues having visited PBL schools, it became the natural way to 
go. (Interview Prof Q, Theme Head, 3 September 2002).  
 
Once identifying the ideals of C2001 and the PE, it was agreed that the new, 
integrated C2001 curriculum should reflect and promote the philosophy that 
views learning at medical school as the first step to developing habits that 
foster life-long learning.  The curriculum was also to be student-centered, 
self-directed and based on actual/authentic problems, while developing 
student motivation and life-long learning skills (Minutes of UG, 8 December, 
1997, Mednews Jan–Mar, 1998). These goals were clearly stated in the 
documents I reviewed in this study.  
 
It was, however, necessary to explore how stakeholders understood the aims 
and purposes of the PE and C2001 and the suitability of the former as an 
assessment strategy in the context of PBL. The findings in response to this 
second research question are reported below. 
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6.3 STAKEHOLDERS’ UNDERSTANDINGS OF THE PE AND ITS 
SUITABILITY FOR ASSESSING STUDENTS’ COGNITIVE LEARNING 
To ascertain what stakeholders understood regarding the nature, principles 
and goals of the progress examination and its suitability for assessing 
students’ cognitive learning in the context of PBL, data included field notes 
from classroom observations and document analysis (Minutes of the Faculty 
Board, Assessment Group, ERG, CDTF and Undergraduate Committee). 
Notices to students and entries in the student rulebook (2001-2005) were 
also studied.  
 
First, in a presentation to the Faculty Board to introduce the innovation and to 
highlight its ideals from the official/management perspective, the Director of 
the Medical Education Development Unit outlined the aims of assessment in 
general, the PE in particular to members of staff. He described the rationale 
for assessment as: 
…seeking to examine the progress and growth of students in terms of 
the end goals of the curriculum [and stated that] the major aim of 
assessment in the new curriculum is to measure all cognitive levels 
and not only the lower order levels (Minutes of Faculty Board, 20 
August 1999). 
 
He assured Board members that this educational goal could be achieved by 
setting interpretative questions that were relevant to authentic, real-life 
medical cases that constituted the core curriculum at the NRMSM. In 
addition, the assessment format was to render test-directed ‘swotting’ or 
memorisation useless and by implication, encourage deep learning. He 
advocated the PE because it severed the direct relationship between the 
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specific course content of recently completed modules [themes] and the 
examination. Speaking as the Chairperson of the CDTF, he expressed the 
view that the PE was more suitable to engender long-term, functional 
knowledge and deep learning:  
Students should not take a week or two before the event to 'cram' for 
the examination. In this way, the examination emphasises the 
acquisition of long-term and functional knowledge, reduces stress and 
removes much of the anxiety students experience around 
examinations. (Minutes of Faculty Board, 20 August 1999). 
 
He assured Board members that:  
while it [the PE] appears quite unusual, that it has a long and positive 
history in some institutions overseas. (Minutes of Faculty Board, 20 
August 1999).  
 
A further advantage of the PE was that it was to be data/case based which 
were to assess students’ ability to understand, interpret and recognise the 
value of data in relation to each case. Members agreed that the use of the 
PE would be an improvement from the traditional examination process that 
tested isolated factual information. (Minutes of Faculty Board, 20 August 
1999). 
 
The Faculty Board also agreed that the multiple-choice format of the PE was 
more appropriate than the T/F format that was currently in use. An MCQ 
format would also allow the PE to be optically marked. This was an important 
consideration in the light of the anticipated increase in student admissions.  
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In the Director’s presentation, he highlighted how students would benefit from 
the format by receiving the questions and answers and opportunity to query 
issues with subject experts after the completion of each PE.  He reiterated 
that proponents of the PE believed computerised marking facilitated reporting 
and feedback to staff and students as: 
…the results would be given to the students as progressive 
information as they proceeded from block to block. 12 It is also 
imagined that a School of Undergraduate Education would monitor the 
progress of the students as they passed through the curriculum and 
appropriate counselling should be made available to students if they 
experience problems.  (Minutes of Faculty Board, 20 August 1999; 
Prof P, Interview 18 July 2001).  
 
While this section of the dissertation highlights the ideals of the PE in C2001, 
the section below describes how planning and implementation of the PE 
proceeded at the NRMSM.  
 
The PE was adopted because the members of the Steering Group of the 
CDTF and the Undergraduate committees thought it desirable for 
assessment in PBL to support student learning. The case-based scenarios 
were to reflect suitable patient cases relevant to the national and local 
context. Rather than buying an assessment bank of questions from 
elsewhere, members of staff decided to develop a question bank at the 
school to ensure greater alignment with the core curriculum (Minutes of 
CDTF, 22 May, 2000; Minutes of UG, 08 August, 2000). 
 
                                                 
12  The term block was subsequently changed to module and eventually to theme in the context 
of C2001. 
 184  
Some staff members wanted guarantees that students would actually 
consolidate and understand the content of completed modules. The 
Assessment Group was thus tasked with customising the PE at the School. 
The Group entertained the idea of dividing the PE into two parts to fulfil two 
different purposes: Part One was meant to gauge how students performed on 
completed modules, while Part Two would assess material yet to be covered, 
i.e. the final exit outcomes  (Minutes of CDTF, 22 May 2000).  The first part 
specified a number of questions from themes that students had already 
studied (Material Already Covered - MAC, material already studied), while the 
second NMAC part (i.e. Non-MAC, Material not yet covered) assessed 
content that had not yet been taught. As students progressed through the 
themes, it was envisaged that the amount of MAC from previous themes 
would increase incrementally in each PE. It was also envisaged that students 
would have covered 50% of the curriculum content by the end of their second 
year (Minutes of the UG, 18 May, 2000). During these discussions, it was 
envisaged that the notion of MAC and NMAC would only be applied during 
blueprinting and progress examination design.  
 
The CDTF, to whom the Assessment Group reported, believed that the 
chosen model was suitable to assess students’ cognitive knowledge as it still 
incorporated a component that assessed the final cognitive outcomes of the 
curriculum (Minutes of the CDTF, 8 May 2001). In addition, staff and students 
would have been able to monitor students’ progress of the newly acquired 
material and gather data on how well students coped with specific curricular 
content. This version of the PE furthermore preserved and encouraged life-
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long learning in that it rewarded students for reading beyond the scope of 
their completed modules (i.e. they could score in the NMAC section). It also 
reinforced the notion that students should revisit content and skills learnt in 
earlier modules and academic years, as it would be reassessed in future 
PEs.  
 
Some members of the Faculty Board were skeptical of the international 
successes of PBL and voiced concern about the C2001 reform (Minutes of 
Faculty Board, 20 August 1999). For example, at that time, reports were 
inconclusive on the proven benefits of PBL when scores had been compared 
for students in PBL and traditional tracks in the United States of America’s 
licensing examinations (Albanese and Mitchell, 1993). The Faculty Board 
then resolved to allow staff the time and opportunity to become more familiar 
with PBL as an instructional methodology. CDTF members were tasked with 
the design and implementation of two pilot PBL modules and the organisation 
of a visit by a panel of PBL experts from the University of Maastricht in the 
Netherlands to conduct workshops at the School. Staff from the University of 
Maastricht also offered training courses to those interested in PBL and 
several members of staff attended some of these.  
 
The CDTF was to spearhead and maintain the momentum for change. They 
developed, refined and implemented the plans for curriculum reform that 
originated from an early workgroup, the ERG in the early 1990s. The CDTF 
worked well during the initial phases and later elected a Steering Group to 
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organise the visit of the PBL experts in October 1999 (Minutes of CDTF, date 
April 1998). The experts presented workshops on module construction, case 
design and facilitation. It is, however, important to note that no staff 
development took place in terms of possible assessment strategies.   
 
Following the workshops by the visiting experts, two pilot modules were 
planned for the latter part of 1998 and 1999. In addition, the first ‘theme 
heads’ volunteered from the workshop attendees. The theme heads were 
responsible for convening and leading the deliberations of the theme design 
group. They presented the structure and details to the Steering Group, made 
the final selection of assessment items and were expected to address 
students and facilitators on the aims of the theme and ensure that students 
were provided with feedback to inform their learning. Once the curriculum 
had been implemented, the theme head was expected to affect changes to 
the theme based on student evaluation.  
 
During the planning phase, the CDTF co-opted new members and a 
newsletter, Mednews, was initiated to inform staff of developments as the 
innovation unfolded. The July 1998 issue informed Faculty of the weekly 
planning sessions and invited staff from various departments to engage with 
the Group to identify the core content of their departments. The editor also 
cautioned that the implementation date of January 2000 was at risk of 
postponement due to poor staff participation (Mednews, July 1998).  
The Faculty Board eventually seconded members of staff to full-time work on 
the curriculum and funding was made available to relieve one full-time 
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member of staff from her service and teaching commitments. In other cases, 
secondment on a part-time basis was considered (Minutes of UG, 20 August, 
1998) as members expressed concern that they would not be rewarded 
sufficiently if they were to suspend their research activities and the sacrifices 
made in terms of their personal development (Minutes of UG, 20 August 
1998). Some thought that the majority of members of staff were indifferent to 
the curriculum reform, and as a result, implementation was postponed by a 
year (Dr K, Interview, 5 July 2001).  
 
In Prof N’s view, the pilot modules differed from the way in which the School 
subsequently offered modules/themes (Interview Prof N, Theme Head, CDTF 
& Assessment Group member, 17 September 2002). In the pilot modules, 
students and facilitators received a resource pack, which, unlike during the 
writing of this thesis, made students’ independent research unnecessary. 
Another member of the CDTF and Assessment Committee,   Dr K believed 
that, “the pilot modules did more harm than good as people got a skewed 
idea of what PBL was” (Interview, 5 July 2001). Positive responses were, 
however, forthcoming from Faculty members who observed and facilitated 
the pilot modules. One explained that he was: 
…impressed by the student enthusiasm and pleasantly surprised. The 
merits of the system, even though still new, became evident. (Dr P, 
Interview, 9 October 2001). 
 
In a report to the Faculty Board, the Director of the Medical Education 
Development Unit reiterated that a problem-based, integrated learning 
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curriculum could succeed if uniquely developed for the local (South African) 
environment. He, however, expressed concern that it was not possible to 
make major decisions regarding the curriculum without the participation and 
feedback of faculty members (Minutes of Faculty Board, 16 July 1998). The 
lack of Faculty participation was believed to have delayed a number of 
important decisions regarding resource allocations. To illustrate, six months 
prior to implementation of C2001, the faculty had still not resolved the 
accommodation of the small group tutorial sessions since current venues at 
the School were unsuitable. Eventually, 12 park homes (temporary small 
group venues) were hired and erected in the car park just prior to the start of 
the January 2001 academic year and used during the first two years before 
decisions were taken to refurbish previous laboratory spaces (field notes, 6 
May 2004).  
 
As indicated earlier, the workshops led by the team of PBL experts from the 
University of Maastricht did not address the issue of student assessment. In 
fact, no assessment expert accompanied the team to the NRMSM because 
the School could not afford the additional expense (Minutes of CDTF, 18 
February 2000). The workshops were regarded as a confidence booster and, 
as Prof BM (a member of the CDTF, 27 March, 2003) remarked, it created a 
climate for ‘buy-in’ from some members of staff. It culminated in the design 
and implementation of two pilot modules, which were offered in 1998 and 
1999.  
Towards the end of 1999 and unrelated to the study at the time, the MEDev 
Unit conducted a survey to determine the assessment formats preferred by 
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the academic departments in the School. A total of 18 departments and sub-
specialties responded to a questionnaire that explored the type and use of 
assessment instruments. The results indicated that both summative and 
formative assessments were used in the traditional programme and that an 
average of 10 different testing formats had been employed. The formats 
included vivas (oral examination), multiple choice questions, short answer 
questions, group projects, self- and peer-assessments, clinical assessment, 
case reports, seminar presentations, role playing, simulations and long 
essays (Minutes of CDTF, 4 December 1999). 
 
With assessment not having been explored or considered during the 1999 
PBL workshops at the School, the Steering Group consulted three other 
South African medical schools where similar curricula reforms had taken 
place to gain insight into their assessment processes (Minutes of the 
Assessment Committee, 8 March, 2001). Responses from these indicated 
that one had not changed from using traditional assessment methods while 
the second school employed a greater variety to complement the new 
learning philosophy. The third school continued with the use of the traditional, 
established assessment methods but also introduced the formative University 
of Maastricht progress test (True/False format) to compare their graduates 
internationally (e-mail communication, 20 April 2001; CDTF Minutes, 24 April 
2001).  
 
Members of the CDTF, several of whom had visited overseas medical 
schools where alternative assessment strategies had been used, contributed 
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to assessment discussions and decisions by explaining the strengths and 
weaknesses of various instruments and procedures at medical institutions 
such as Sherbrooke (Canada), Leinster (Glasgow), New Mexico (USA) and 
Maastricht (Netherlands) (Prof P, sabbatical report, 1999; Minutes of CDTF, 
27 July 2000). They strongly favoured the inclusion of a number of strategies 
for decisions regarding the PE at the School. These included the desire to 
provide learners with more formative feedback to increase their motivation to 
learn and to engage learners in the use of deep-learning strategies.   
 
Most faculty members did not, however, take part in these discussions about 
the PE or its suitability to assess students’ cognitive learning. They were 
mainly involved with the proposed curriculum reform and the structural and 
functional restructuring required. In the section that follows, I report on how 
the PE had been adapted and used.  
 
 
6.4 STAKEHOLDERS’ EXPERIENCES OF THE PE IMPLEMENTATION  
 
In trying to understand the experiences of the staff and students regarding 
the implementation of the PE and C2001, data were gathered using 
observations, interviews with staff, minutes of meetings, focus group 
discussions with students and qualitative data gathered from the open-ended 
section of the student questionnaire. These were triangulated with field notes 
of observations.  In the section below, the findings from this research will be 
addressed first. 
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In 2001, three PE examinations were written, each comprising 250 (MCQ- 
true or false item response). The items that reflect the material already 
covered (MAC) were marked separately for formative purposes. The MAC 
from Themes 1 and 2 represented 15% of the PE1, while themes 1-4 
represented 20% of the PE2 and themes 1-6 represented 25% of the third 
and supplementary PEs respectively. The MAC questions were scattered 
throughout the question paper and not identified for students. The pass mark 
for each of the three PEs was respectively set at 7.5%, 10% and 12,5%, 
according to the Faculty rule M4 (n)(d) ii requiring the pass mark to be 50% 
for each exam (Assessment Group Minutes, 5 April 2001, Communication 
with UG chairperson, 11 February 2002).  
 
The PE was negatively marked with half a mark (0.5) deducted for every 
wrong answer offered by the student. Progression depended on a student’s 
ability to obtain an average of 50% on each exam and a pass mark (50%) on 
the Objective Clinical Examination (OSCE) that assessed their clinical skills 
competence. A blueprint ensured that the content of each PE related to the 
themes that preceded the exam and that it progressively corresponded with 
the allocated coverage over a number of years (Minutes of Assessment 
Group meeting, 15 May 2001). The blueprint used in 2002 is illustrated in 
Table 4 below.  
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Table 4: Proportion of Progress Exam contributing to Material Already 
Covered (MAC) and NMAC components 
 
Year Progress Exam 1 Progress Exam 2 Progress Exam 3 







(50/200 questions): 25% 
Yr 2 8 themes 





(100/200 questions) 50% 
Yr 3 14 themes 
(120/200 questions) 60% 
16 themes 
(134/200 questions) 67% 
18 themes 
(150/200 questions) 75% 
Yr 4 20 themes 
(170/200 questions) 85% 
22 themes 
(184/200 questions) 92% 
24 themes 
(200/200 questions) 100% 
Yr 5 No Themes. Only MAC 
  
 
During deliberations on the marking of the scripts and the allocation of a pass 
mark, staff queried the proposed summative use of the PE at the School. 
Members were, however, informed that a set of rules for assessing students 
in C2001 had already been submitted to the Faculty Board for approval and 
that modifications could only be made in subsequent years (Minutes of 
CDTF, 18 May 2000). Some Assessment Group members expressed 
concern over the exhaustive assessment of the first two themes and the 
difficulty that design teams would encounter in trying to produce novel 
questions to re-assess those themes in subsequent PEs. They also thought 
that a strategy was needed to ensure that assessment items only assessed 
the core content of each theme (Minutes of CDTF, 22 May 2000). Some 
members of the Assessment Group felt that the assessment options were 
limiting. One member expressed his concern:  
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I am concerned that we have reduced the summative assessments to 
four in Years 1-4 and types to but two (PT and OSCE). This at a time 
when educationalists are speaking of increasing both number and type 
in order to lower the stakes on each assessment and to cover a 
greater spread of learning objectives. (Dr D, Theme Head & member 
of Assessment Group, 16 April 2001) 
 
Furthermore, staff experiences were seemingly tainted by factors that 
hindered the implementation of the PE and C2001. These factors are 
presented below. 
 
6.4.1 Large Student Intake and Assessment Format 
 
The first factor relates to the fact that due to the large student intake in 2001, 
staff felt obliged to mainly use the multiple choice question (true/false) format 
for student assessment in C2001. This format lent itself to computer-aided 
marking and some members of staff thought that it offered a more objective 
procedure for dealing with student assessment (Interview Dr FK, 29 May 
2003). Amongst the members of the Assessment Group, some expressed 
concern at the predominance of the true/false MCQ format. They thought that 
other student response formats such as the short answer or essay questions 
should be used to assess and develop students’ writing skills. One member’s 
comment illustrates: 
I am concerned that logistical considerations may sway us towards a 
small number of easily handled instruments, which may negate the 
educational benefits of what we are trying to inculcate. (Dr X, 
Assessment Group member, 5 April, 2001).  
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A member of the CDTF Steering Group suggested that alternative 
assessments such as reports and vivas should be used elsewhere in the 
curriculum, e.g. in isiZulu language assessment, history-taking and/or group 
projects to assess students’ language skills sentence construction (Prof I, 
Minutes of CDTF, 5 April 2001). These alternatives (presentations, 
assignments and reports) had subsequently been incorporated into the HIV, 
selective modules and ambulance components (NRMSM Faculty Rule book, 
2005).  
 
The second factor that influenced the experiences of staff with the PE relates 
to the manner in which they experienced the planning and implementation of 
the PE. This is discussed in the section below.  
 
6.4.2 Structural and Organisational Support 
Several organisational and structural problems were identified during the 
early part of the PE implementation First among these was the management 
of student examinations and marks. For example, according to the Head of 
Student Administration, the University’s online student management and 
mark system was not geared to keep record of the students’ PE scores. The 
system also lacked an averaging function to calculate the final student mark 
when students wrote three PEs. The Assessment Coordinator was thus 
requested to generate a single score for each student on PE (email, Head of 
Student Affairs, 10 September 2001). Accurate and official record-keeping 
was necessary to calculate students’ final credit points on the programme 
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and the unwillingness to invest time and effort to upgrade the management 
system should have been viewed in a more serious light at the time.      
 
 A second problem was related to the fact that a semester system 
implemented after the merger of the then University of Natal and Durban- 
Westville into the current University of KwaZulu-Natal (see Chapter 1) 
required a restructuring of the course into self-contained units, each 
culminating in an end-of-module assessment. Some students understood the 
semester system to imply that work not formally taught during the semester 
would not be assessed. This perception jeopardised the way in which the 
spiral nature of C2001 was to allow for reassessment of previously learnt 
material (Field notes, student curriculum conference, 19 September 2003).  
 
Subsequently, a decision was taken by the UG Committee to host an 
assessment seminar with student representatives to address unresolved 
assessment issues. At this forum, students reiterated a request for all rules 
relating to assessment to be clearly stipulated prior to the date of the 
proposed assessment. They also criticised the Assessment Head for not 
responding to student queries, accusing him of a lack of interest (MSRC 
communication to Chairperson of Steering Group, 14 August 2003).  
 
The third challenge related to staff shortages. For example, additional 
administrators to assist with C2001 and assessment implementation at the 
MEDev unit were to become available as the traditional programme was 
phased out. Since the period of implementation coincided with the 
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restructuring of the provincial Department of Health and the provincial 
Department of Education’s merger, many members of staff were, however, 
relocated to the newly established tertiary hospital that was not open to the 
student training at the time. The relocation of the offices of a number of 
members of staff impacted on their functioning. Many found it difficult to 
attend curriculum meetings and did not take time from their service 
commitments to travel to the School.  
  
Again, with promises of administrative staff once the two universities had 
merged, the School of Undergraduate Medical Education (SUME) was 
constituted as the coordinating body for C2001. SUME was, however, not 
sufficiently funded to appoint permanent administrative assistants and only 
temporary (three to six months) positions were offered to the incumbents. 
The temporary status of the majority of the staff in the School caused a great 
deal of instability resulting in high staff turnover. The minutes of the May 
2002 UG Committee reflect the Director’s concern that staff assigned to the 
development and implementation of C2001 (18 months post- implementation) 
were still mainly on temporary contracts. At a meeting of the Steering Group, 
it was also reported that designating tasks to administrative support staff was 
nearly impossible since all were employed on three-month contracts 
(Steering Group, 23 April, 2002). The Director thought: 
 It’s inconceivable that an entire high profile, important faculty 
programme dealing with hundreds of students, should have such an 
insecure staff base. (Appendix I: Correspondence regarding 
faculty support, Email correspondence, 25 April 2002). 
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Furthermore, the Head of the Student Affairs office was on an extended 
period of sick leave for more than eight months during 2003 and the Faculty 
Manager retired in early 2003. In the absence of a functional Faculty student 
management system, SUME was called upon to maintain student records. 
This placed additional demands on the already over-stretched human 
resources especially since, resulting from the merger, administrative support 
members of staff were appointed only in temporary positions (i.e. periods of 
3-6 months). In addition, in an effort to speed up transformation, the lowering 
of retirement to age 60 by the University, led to the resignation of the 
Chairman of the Steering Group during 2001. The Director of the Medical 
Education Development Unit functioned as Chairperson while his contract 
was extended for two years post-retirement. With the retirement of the 
Director by the end of 2002, the then Deputy Dean became increasingly 
involved with the running of the programme until the appointment of the new 
director in 2003. When the newly appointed Deputy Dean unexpectedly 
resigned from his position at least two acting Deputy Deans stepped in during 
the first five years of C2001 implementation (Field notes, 26 July 2004).  
 
By March 2004, the newly appointed Head of SUME suspended the regular 
meetings of the Steering Group due to a perceived lack of ‘faculty buy-in’. 
This period also coincided with the ongoing provincial restructuring of the 
Department of Health and led to an increase in staff resignations due to 
unstable working conditions at UKZN. Remaining members of staff became 
overworked, shouldering greater teaching and service loads. In an effort to 
keep C2001 afloat, the heads of clinical departments appealed to alumni, 
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private practitioners and staff assigned to hospitals in the greater Durban 
functional region to teach on the programme.  
 
During this time, the Dean voiced repeated concerns about the capabilities of 
students in the PBL curriculum. He thought that more traditional, didactic 
teaching would provide the poorly prepared secondary students with better 
foundations in medicine. He voiced various proposals such as an increase in 
the duration of the programme, reduction of the PBL sessions and the 
introduction of more traditional lectures (Minutes of SUME Meeting, 21 May 
2003). These options were not acceptable to students and the Dean was 
eventually removed from his office amidst strong student protest on issues 
that were unrelated to C2001 (field notes, 12 December, 2005).  
 
Students also became aware of the resource constraints. A student placed a 
notice on the online web communication system (WebCT) which facilitated 
communication between students and the organisers. He complained they 
had barely been receiving the answers to the self-assessment questions in 
time to prepare for the end-of-theme tests. He expressed concern that “there 
are times when queries are not immediately addressed because the only 
curriculum organiser might be in a design meeting.” He thought that more 
staff needed to be employed (Student MX, notice placed on WebCT, 12 
September 2003). 
 
Some members of staff such as Professor JR believed that radical changes 
were being made too quickly during the implementation of C2001. He thought  
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C2001 was labour-intensive and required additional human resources to 
succeed. He expressed reservations about the students' ability to cope and 
he voiced concern on behalf of members of his department who had heavy 
service loads. He thought that the disabling factors such as the lack of 
physical space and resources and the low level of staff and student skill were 
too much to overcome. He also thought that students’ success in self-
direction in C2001 depended on the availability of all these resources. 
(Interview with Prof JR, 26 September 2001).  
 
6.4.3. Staff participation and support for the PE 
A third factor that seems to have impeded the successful implementation of 
C2001 and the PE at the NRMSM involved the lack of faculty participation. 
This was also evident in the way in which staff responded to requests for 
contributions to the question bank (See Chapter 1 for a fuller discussion on 
the PE question bank).  As the curriculum progressed into the second and 
third years, the MAC content from previous themes increased and more 
members of staff and theme leaders were approached for contributions. 
Despite having contributed clinical scenarios for the PEs, most staff did not 
attend the meetings where the assessment items were moderated and many 
did not share in discussions that highlighted criteria for setting good multiple-
choice questions. They also seldom interacted with colleagues from other 
disciplines even though members of staff from the Family Medicine discipline 
were tasked with achieving some form of interdisciplinary integration on the 
PE. In some cases, contributors were skeptical of suggestions made at 
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meetings of the Assessment Group (field notes based on observations of 
assessment moderation meeting, 9 May 2002).  
 
Despite regular requests and reminders from the Chairperson of the Steering 
Group to discipline heads for greater participation, few faculty members 
responded. Following a staff workshop in August 2004, the clinical 
departments of the final year disciplines decided not to amend the criteria, 
structure or format of the assessment tools used for assessment in final year. 
The use of the PE in the Family Medicine discipline was debated, but not 
agreed on.  Family Medicine was the area most responsive to change and 
integration and the main goal of the MBChB programme at the School is to 
train competent family practitioners for the greatly underserved rural 
KwaZulu-Natal and general South African population.  
 
It was eventually decided to schedule only one PE in the final year for 
formative purposes. The students, however, perceived no real benefit for 
taking the exam and rejected the idea, as they believed it would only add 
additional stress since each end of block examination still determined 
ultimate success (Personal communication, MRSC representative, 26 August 
2004).  
 
Prof BM explained that the perceived lack of clinical staff input stemmed from 
the increased student intake that had started in 1995. He explained that an 
agreement between the provincial Department of Health and the School 
leadership in the early 1990 was to limit the student intake to 100 in 2001, but 
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that new leadership in the provincial Department of Health and the University 
reneged on this agreement. In the light of the HIV/Aids epidemic and great 
demand for health professionals in the province, the new faculty leadership 
was coerced into accepting 200 students. In Professor BM’s opinion: 
The implementation process was too difficult since the student intake 
was too large. The University also did not come to the party as they 
promised people like you to assist in the transition. (Prof BM, 
interview, 27 March 2003). 
 
 He qualified the “people promised” as educationalists, administrators and 
support staff to the Faculty.  
 
At a meeting of the Steering Group, debates ensued about a suitable place to 
locate a complete, personal portfolio for each student for progress and 
feedback purposes. A suggestion for theme heads to become more involved 
in assessments and the collation of marks was rejected since theme heads 
had not been told in advance of the additional requirements (Minutes of 
Steering Group, 23 April 2002). Theme heads, however, felt that their job 
description was in constant flux as the programme progressed, and they felt 
overwhelmed with challenges of the new responsibilities (Dr S, 19 March 
2002).  Some, especially clinical members of staff, noting the luke-warm 
stance of faculty leadership on faculty participation, abandoned the task in 
the second year of the programme. 
 
6.4.4 Leadership 
A fourth factor that impacted negatively on the implementation of C2001 and 
the PE was the poor or lack of leadership in the School. To illustrate, my own 
 202  
observations suggested that the Dean showed little interest in the C2001 
reform and that staff blamed him for not motivating them to buy into the 
innovation. He seldom attended the meetings of the Steering and 
Assessment Groups or the UG committee (field notes, 4 December, 2003). 
Instead, he often expressed the opinion that the curriculum was too costly to 
sustain and that the feasibility study had been inaccurate. On occasions 
when he was asked why he did not request Heads of Departments (HoDs) to 
allocate staff from their departments to facilitate or serve on the assessment 
committee, he argued that he was not at liberty to change the job 
descriptions of these clinical members of staff whom he thought were 
prepared to teach but not to participate in developing a new curriculum (Field 
notes, 4 December, 2003). 
 
At a meeting on 21 May 2003, while addressing staff at the SUME tasked 
with central coordination of C2001, the Dean remarked that “the ship was 
sinking” and that “it should head for the nearest shore”. In response to this 
perceived crisis, he proposed a reduction in the PBL component of the 
programme (Minutes of SUME Meeting, 21 May 2003). With the Dean not 
supportive of C2001, the Chairperson of Steering Committee and the Deputy-
Dean became the authority figures during the first three years of the C2001 
implementation until their respective retirement and resignation in 2002 and 
early 2004, respectively.  
 
Following an Examination Board meeting at which a student representative 
questioned the marking criteria used during the final year examination, Dr P 
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(a third year Theme Head and clinician) thought that the leadership was too 
accommodating towards students and that “they [students] are now dictating 
to us what they want… students had been allowed too much freedom.”  
 
Other members of staff thought that students had a false sense of 
accomplishment due to the way the PE had been implemented. At the time, 
Dr RT expressed concern that “students are not sufficiently penalised for 
wrong answers, but that it would be difficult to enforce this rule in the current 
university climate.” Other members of staff thought that students were given 
too much freedom and credit (Drs P& RT; field notes of exam board, 12 
December 2003).  
 
In 2001, following the release of the results of the first and second PEs, 
members of the assessment and curriculum groups expressed concern at the 
unprecedented high scores that many students achieved. When applying the   
rules strictly, some students were not obliged to take the final PE in order to 
pass the theoretical component of the year (Minutes of Steering Group, 18 
September, 2001). Members of the group were disillusioned and thought that 
the PE had failed to distinguish between high and low achievers in the cohort 
(email correspondence, field notes with Mathematician Prof M, 18 October, 
2001). A statistician was consulted to advise the Assessment Group on the 
use of a formula to aid the interpretation of the results. Due to the diversity of 
students in the programme, it was difficult to make decisions as either the 
matriculants or traditional young students (who mainly scored higher in the 
MAC) or the mature students (who scored higher on the NMAC) would have 
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benefited from any ‘normalisation’. A decision was then taken not to adjust 
the marks, as the procedure had not been explained to students. Debates 
ensued on possible rule changes to be submitted to the Academic Board 
during 2002 to affect the processes of interpreting the results of the PE in 
2003. This was decided as the academic year had proceeded too far to 
implement changes via the normal lengthy university procedures the 2002- 
academic year (Minutes of CDTF, 6 November, 2001). 
 
After the writing of the final PE in 2001, the University Senate decided to 
inform students only of whether they had passed or failed on the exam. 
Marks obtained in the clinical examination (OSCE) were used to rank the 
students for positions in the class. Students who failed either the theoretical 
or the clinical component of the examination had to repeat both components 
the following year (Minutes of combined meeting of the UG, CDTF and 
Assessment Groups, 7 December 2001; Minutes of Assessment Group, 6 
February 2002). Predictably, students were disappointed to find that their 
final result reflected the percentage obtained on the OSCE only and that a 
pass or fail was awarded for their achievements on the PE.  
 
In 2002, under the guidance of the Senate representative, three substantial 
changes were made to the format and structure of the PE. The first saw the 
reduction of the number of test items in each PE from 250 to 200 to allow 
more reading time to the predominantly English second language cohort. The 
second introduced the concept of MAC and NMAC in the marking of the 
examination. The Faculty advisor recommended that the sections be 
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identified for students. The third change introduced a weighting of 70% to the 
MAC component and 30% to the NMAC section. The implementation of the 
weighting was to ensure that students kept abreast with the new content of 
C2001 and revisited material from previous themes. This weighting further 
ensured that students wishing to achieve more than 70% had to read wider 
than the scope of their current modules. This was an important principle that 
was envisaged to reinforce life-long learning, especially since some students 
needed to maintain an average of 80% or more to secure a bursary. The year 
co-ordinator explained the changes to the student cohort in the following way: 
 In the model currently proposed, for the calculation for the first and 
second year level of students, the PE mark comprises two 
components: 70% = material already covered (MAC) and 30% =  
material that has not been covered (non-MAC) with the MAC 
increasing in each successive PE. (Student notice, 19 March 2002). 
 
She clarified that it had become apparent during 2001 that at least a third of 
the class consisted of students with prior tertiary experience. While most 
passed the PE well, they had failed to achieve the expected outcomes in 
terms of the core material (i.e. material covered in completed themes). She 
believed that it would impact on their understanding in later themes and that 
the new rule would encourage students to see the importance and relevance 
of the core content. It also suggested that while the core was important, a 
student wishing to obtain a higher mark would need to read beyond the 
minimum expectation. The 30% was thus aimed at those students who 
wanted to supplement their marks and who wanted to test their knowledge 
gained through self-study and additional reading. The multiple choice 
question (T/F) formats, where five statements were linked to a scenario, were 
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used and negative marking (the deduction of 0.5) was applied to both 
sections. It was, however, decided that the score obtained on the NMAC 
section would not reduce the students’ mark on the MAC section thereby 
protecting the major weighted component.  While the adjustments were still 
clearly aligned with the pedagogical principles of C2001, the decision to 
separate the MAC achievement from the NMAC mark implied that students 
could guess in the NMAC section with impunity, a practice that some 
admittedly engaged in (Student NQ, field notes, 13 May 2003).  
 
6.4.5 Decision-making  
Linked to leadership, the fifth factor, which impacted negatively on the 
implementation of the innovation, was lack of confidence to make informed 
decisions in relation to the PE among staff members. To illustrate, some 
members of staff felt uncomfortable about their ability to make informed 
decisions on how the PE was to be used. A member of the assessment and 
Steering Group, Prof S, recalled his experiences and reasons for abandoning 
the Assessment Group during the planning phase. 
I felt frustrated as I asked for an opportunity to interrogate an example 
of the Maastricht PT of which the Chairperson had a copy. It was 
never presented nor discussed (Prof S, Interview, 7 March 2003). 
 
Other members of the Assessment Group felt that decisions regarding the 
use and format of the PE had already been taken and that their efforts at 
customising the exams were futile. Prof M explained his absence from the 
Steering Group around discussions of the PE by stating that he:  
.... cannot recall attending any meetings regarding the planning for 
assessment or being informed about a suggested format I was 
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supposed to have been sorted out by the educationalists. (Prof M, 
Interview, 7 March 2003). 
 
The Assessment Group functioned as a task team of the Steering Group, 
which in turn functioned as a task team of the Undergraduate Committee. 
Both groups were not recognised as formal committees of the Faculty Board 
and so their decisions could be overturned. Some of the task teams also 
appeared to work at cross-purposes. Some thought, “It was easier to use an 
exam that was used elsewhere instead of reinventing another format.” 
(Interview Dr R, theme head, 8 September 2003), while others… “did not 
have sufficient understanding of the big picture” (Prof O, Member of UG, 
Interview, 26 June 2003).  
 
There were also complaints about the way in which decisions were made. 
For example, Dr I expressed the opinion that: 
Decisions are made for you and about you without including you in the 
process. This leads to mistrust, as there has not been any dialogue 
around some important considerations. (Dr I, 6 August 2003). 
 
A member of the Assessment Group thought that she had been working at 
the ‘coal face’ and kept the process on track in the early years, but that her 
contribution had not been acknowledged or rewarded (Dr H, email, 19 
February 2003). Prof L also wrote that she had volunteered to help with the 
coordination and that she had not anticipated having to ‘beg’ colleagues for 
their contributions to the assessment programme. She thought that unusual 
measures were expected of her, such as physically visiting with Heads of 
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Departments to obtain the work that had been taught during the year. 
Another coordinator thought that: 
…despite the lack of a clear formal agreement on the duties of the 
Theme Head… members rallied around to the best of their abilities 
under extremely difficult conditions. (Prof L, 13 June 2002) 
 
Those who were relocated also expressed feelings of being undervalued. A 
member on the joint appointment agreement felt that the University and the 
School did not value the efforts and time of staff that performed teaching 
duties under difficult circumstances:  
Members who had been moved from Joint Appointment posts to 
peripheral hospitals were treated poorly. Our emails at the university 
were just discontinued irrespective of the fact that we were still 
teaching on the programme. (Dr I, 6 August 2003). 
 
 
Dr H, a member of staff who volunteered on the Assessment and Steering 
Committees, thought that co-operation between members of staff would not 
improve due to the vague guidelines and lack of policy directives given to 
members of staff. He thought it needed “a negotiated and agreed upon policy 
regarding the provision of assessment items”. He expressed concern 
regarding the quality of assessment items offered from some disciplines and 
thought that the faculty needed to appoint a team to oversee C2001 
assessment and that the Assessment Group should have representation at 
the UG committee. Dr S’s views concur, as he became frustrated because 
the goal post of the requirements of theme leaders changed constantly. He 
did not want to provide students with feedback after the theme tests and said 
that he had not been aware of this requirement when he agreed to the 
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responsibility of Theme Head (Dr S, Theme Head, Interview, 19 March 
2002). 
  
Some members of staff thought that the uncertainty surrounding the 
programme caused unease. Others became disillusioned and resigned from 
the working groups due to personality clashes. Dr CD explained: 
I eventually had to leave the group because I couldn’t deal with the 
personalities. People would come to the meeting with set ideas, not 
listening to others or negotiating and bombard their way through. I 
could not work like that and had better things to do. (Dr CD, clinical 
representative, 11 April 2003) 
 
 The concerns and suggestions of the Assessment Working Group were 
reported to the Steering Group and the Director of the Medical Education 
Development Unit mediated between the groups. This mediation, however, 
rested on his presence at meetings, which could not be guaranteed in the 
long-term as he neared retirement and was forced to take his accumulated 
leave or have it forfeited (personal communication, Director the Medical 
Education Development Unit, May 2002). The Director, tasked with the 
implementation of C2001, eventually retired mid-way through the 
implementation process. 
 
Findings suggest that staff felt overwhelmed by the large student intake and 
the lack of guidance on the use of the PE. In addition, the lack of faculty 
leadership, poor communication and mixed messages from the various 
committees and working groups failed to harness the energy that staff had at 
the start of the reform process. In this regard, the relocation of some to more 
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distant physical locations, high staff turnover and the effort to keep the 
School project on track seemed to have impacted on staff morale.  
 
In the section below, findings are presented of how students experienced the 
PE and C2001 implementation.   
 
6.5.1 STUDENTS’ EXPERIENCES OF THE PE AND C2001  
To assess how students experienced the implementation of C2001 generally 
and of the PE in particular, data were obtained from observations, focus 
group discussions, student questionnaires, and document analysis of theme 
evaluations and the promotion statistics of the cohort.  
 
First, it is important to note that during the first two years of C2001 
implementation, students mainly received verbal feedback on their progress. 
Their requests to retain the question papers were not accommodated as staff 
from clinical departments feared it would compromise the security of their 
question banks. They argued that the students had access to examples of 
end-of-theme question papers and model answers that were similar in format 
to the PE.  
 
On their experiences of C2001 and the PE, responses gathered during the 
focus group interviews indicate that their perceptions of the PE were mainly 
influenced by their experiences in C2001. Some students indicated that the 
transition to C2001 and self-direction was rather difficult at first. Many 
became distraught because members of staff told them that PBL had not 
prepared them as well as their predecessors (who had studied in the 
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traditional curriculum) for a career in medicine. One student expressed it in 
the following way: 
  
I had a lot of uncertainty, doubt and unanswered questions about this 
new curriculum but due to my experiences of Curriculum 2001, I have 
acquired skills of maturity, independence and the enthusiasm for 
learning and [I am] experiencing new things everyday. As a student 
who underwent the first year of the traditional curriculum in 2000, I can 
see the difference. (Student RM, repeating year 1, Focus group, 21 
February 2003). 
 
Other students doubted the success of C2001 and their ability to show 
personal progress after being told by members of staff who opposed the 
reform that the curriculum was not preparing them adequately for future 
clinical practice. In this regard, a student reported having experienced: 
…negative attitudes from senior students, negative attitudes of some 
Heads of Departments and Doctors in the wards and these [attitudes] 
makes one doubt oneself (JS, Field notes, Student group 
representative meeting, 15 August 2002). 
 
Another student reflected that: 
Much of my perceived shortcomings come from being told by 
clinicians that our knowledge is deficient to what doctors who qualified 
in the traditional programme or at other universities were expected to 
know. (Student no 54, data from open ended-section of student 
questionnaire, 6 August 2004) 
 
Thus, data from focus group discussions and questionnaires suggest that 
most students generally held positive views towards the PE and the new 
curriculum. To illustrate, some thought that those who trained in the 
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traditional curriculum that was being phased out, were threatened by the 
presence of the PBL cohort.  
 
Some students believed that while the ability to score more than a 100% on 
the PE might have added to a distorted idea of their abilities, the new 
curriculum was putting them at an advantage compared with their 
predecessors. Student XM explained: 
As first year students, we are already attending the course on the 
medical school campus as opposed to previous years when first years 
were taught on the main campus. In addition, we have stethoscopes 
for clinical skills training; visit the hospitals for history-taking and 
observations, and we get more than 100% in the exams (which didn’t 
make sense at first) and they... [Traditional students] think we are 
getting preferential treatment (Student XM, Focus group, 26 February 
2003). 
 
Similarly, on their experiences of the PE in particular, questionnaire data 
indicate that 50% of the cohort thought that the PE was useful and suitable to 
assess their cognitive learning. Reasons included the fact that the PE 
assisted them in monitoring their progress from year to year and it helped, as 
“one needs to stay abreast with your work” (Student no 37, data from open 
ended-section of student questionnaire, 6 August 2004)  
 
Another student commented that the PE “uses the spiral process, which 
forces one to revisit your previous work” (Student no 24: Response from 
open ended-section of student questionnaire, 6 August 2004). Another 
student suggested that it was useful since: 
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…it is still exactly the way we were told in first year. I believe that my 
previous work is not neglected since we are expected to sit for the 
same examination as students in the junior years (Student no 17, 
Response from open ended-section of student questionnaire, 6 
August 2004). 
 
Another valued the PE because it encouraged understanding (as opposed to 
memorisation of facts). She claimed that she “did not study just prior to 
exams any more since most of the information could not be found by just 
reading a book”. Another thought the PE was “too abstract and [that it was 
therefore] meaningless to study for and so it teaches me to try and 
understand concepts” (TF& NN, Focus group, 21 February 2004). 
 
 
Others, however, did not think that the PE was suitable for developing their 
cognitive skills, with one disgruntled student commenting that it: 
 ...is based on how many facts a person knows but it does not reflect 
the quality of that [which] one knows (Stduent no 9, Response from 
open ended-section of student questionnaire, 6 August 2004).  
 
Yet another student justified his perceptions by stating: 
I’m only choosing/guessing answers, and… anyone could pass this 
examination (Student no 46, data from open ended-section of student 
questionnaire, 6 August 2004).  
Comments thus reflect that some perceived the PE as just another multiple-
choice examination based on cases. A few students also questioned the 
validity of the exam, with one stating that: 
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… the way we learn and the way we are tested are two different things 
as they [examiners] tend to concentrate on information that are less 
important than the core knowledge (KL, Focus group, 21 February 
2004).  
 
Others believed that PE did not improve their learning. For example, one 
thought that ‘anyone could pass the exam as passing it (PE) did not show 
that one understood the work”. (MZ, focus group, 21 February 2004).  
 
Some responses suggested that students found the assessment tool and the 
assessment system unfair (observations notes from the Student Curriculum 
Conference, 14 August 2003). For example, Student KL complained that 
some statements were vague and failed to relate to the scenarios used as 
prompts in the exam questions, which made it difficult to commit to an 
answer. (KL, focus group, 21 February 2004). 
 
Students also felt that the curriculum and the examinations had not been 
adequately deliberated. One student’s comment captured this sentiment: 
I also feel that the curriculum organisers should be at least be a year 
ahead with the planning of the curriculum (CS, Notice on WebCT, 24 
April 2002).  
The student requested more information on the structure and format of the 
assessment and thought it would alleviate anxiety, especially at examination 
times. To illustrate, the Chairman of the MSRC penned a letter to the 
Chairperson of the Assessment committee in which he stated that: 
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…the problem does not only lie with the format and structure of the 
exams, but also with the lack of leadership in the Assessment 
Committee. Exams are problematic in that it has not changed despite 
the transition of curriculum (Letter to Head of School, SUME from the 
MSRC Chairman, 14 August 2003). 
 
Students thus had varied understandings of the PE with only a few believing 
that it helped them to monitor and engage in deep learning. Others thought 
that scenarios and statements were vague and thus encouraged guessing. 
Those who were dissatisfied with the PE thought that it did not serve a 
feedback purpose (as was originally planned). Some suggested that “the PE 
should cover the taught material only” and that “multiple choice questions can 
never measure the amount of work that one has acquired.”  (LG, focus group, 
21 February 2004). They added that assessment in the new curriculum was 
not adequate as  
...there are not enough tests and T/F does not test knowledge or, 
more importantly, students’ understanding [of] topics. (Second-year 
student at student curriculum conference, 12 September, 2002). 
 
A guiding principle of the implementation of the PE was that it would render 
test-directed swotting useless (See Chapter 1 for a full discussion).  Data 
from this study suggest that this did not happen for this cohort. Despite 
comments from the majority of the class indicating that they could not 
prepare for the PE, most respondents to the questionnaire thought that they 
needed study leave prior to the PE. Despite some impressions of the PE as 
an ineffective assessment tool to assess the depth of their knowledge, some 
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students still preferred the multiple-choice question format to other formats. 
One student’s comment illustrates: 
I do not know how to write short answer questions for assessments or 
how to prepare for essay assessments. (Student no 63, Student 
questionnaire, 6 August 2004). 
 
Students also preferred the 70:30 weighting introduced for the MAC and 
NMAC components in 2002 because it conformed to the way in which they 
had received marks previously. They thought they stood a better chance to 
perform well with this weighting as “it gives the students a chance to pass 
well and encourages one to read widely” (ZM, focus group, 21 February 
2004). Another explained that “it is well structured and we can score on the 
material that we know” (LX, focus group, 21 February 2004).  
 
Some also linked their preference of the multiple-choice format to how the 
results would be viewed by outside stakeholders. For example, one 
commented that: 
It makes sense to our sponsors and bursars as it was a bit outrageous 
that you could get more than 100%. (JS, field notes, student group 
representative meeting, 15 August 2002). 
Thus, with students expressing mixed opinions on the ability of the PE to 
assess their cognitive knowledge, I turned to the examination results of the 
cohort to gauge their actual performance on the PE in the first five years 
(2001-2005). My assumption was that students’ performance was an 
important indicator that influenced their perceptions of the PE. 
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6.5.2. Statistics of the cohort on the PE 
 
As discussed in Chapter 3, 48% of the 2001 student cohort was mature 
students, i.e. they had completed or partially completed a tertiary 
qualification, in Science, Health Science or a related discipline. Examination 
results indicated that these mature students had ample prior knowledge and 
generally performed well on the PE, especially on the NMAC section that 
contained material not yet covered at the time of the examination. As 
discussed in the sections above, the students’ good PE results caused a 
great deal of discomfort to some members of staff. To illustrate, by the end of 
2001, the School’s administrators voiced concern about the scores of more 
than 100% that students could achieve on the PE. They believed it positioned 
the NRMSM in an embarrassing light (personal communication with Director 
of the Medical Education Development Unit, 18 October 2001). Help was 
sought from a Mathematician to ‘normalise’ the marks and to represent it that 
would be familiar to outside stakeholders such as parents and bursars. It 
was, however, very difficult given the range of mature and younger traditional 
students in the cohort as an adjustment would have favoured either the 
mature or the new matriculants in the specific cohort (field notes of meeting 
with mathematician, 23 October 2001).  
 
During this time, a university senate representative was assigned to mentor 
the School and a number of urgent meetings were called to decide on an 
acceptable way to publish the PE results. The Chairperson of the 
Assessment Committee eventually suggested that the OSCE proved to be a 
better discriminator between the high and low performing students of the 
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cohort. As discussed above, this led to the decision only publish a pass or fail 
result for the overall PE. This decision was, however, taken after the students 
had written the third PE of the year (Minutes of special exams meeting, 12 
December 2001). As they were unaware of the developments, some 
expressed shock at the way in which the marks were packaged upon their 
return in January 2003 (Field notes, 6 February, 2003).   
 
The students generally performed well on the PE. In 2001, only one student 
failed the first PE (May, 2001) while three failed the second (August, 2001). 
Everybody achieved the required 50% on the third PE (December 2001) and 
all the students in the cohort passed the average of the three PEs as was 
prescribed for passing the theoretical component in the faculty rules (Faculty 
rule book, 2001, M4).  
 
Twelve students, however, failed to obtain the prescribed 50% pass mark in 
the clinical examination, i.e. OSCE component but they all obtained between 
40-49% which qualified them for taking the supplementary exams (Minutes of 
assessment committee, 7 December 2001). A summary of the results is 
indicated in Table 6 below.  
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Table 6: Analysis of 2001- Student Results 
 
Year Weighting No of 
students 
Exam Dates No of students 





May Not used None 




December   
May 34 13 
August 27 2 




December 4 3 
May 1  









November  0  
2004 None 169 June 1 1 
   November 1 1 
2005 No PE as each of the 6 clinical final year disciplines continued  
with the end of block assessment 
 
As indicated in the table, three progress examinations were written in each 
year of the first three years of C2001 only. Several reasons account for this. 
In the first instance, due to the national Department of Education compelling 
institutions to introduce more flexible learning programmes, Universities were 
asked to modularise all tertiary education courses. Thus, during 2002, the 
themes in C2001 were rearranged, first into modules and then (by 2004), 
they were packaged into two semesters, each culminating with a PE, i.e. two 
PEs per year. . The overall performance of the cohort indicates an attrition of 
about 13% over the first four years. 
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Students initially thought that it was rewarding to score more than a 100% for 
the PEs and for some, it led to an increased awareness of personal progress 
and the use of improved study methods. Staff, however, viewed the student 
results on the PE as confirmation of the tool’s inability to differentiate 
between strong and weak candidates. From 2002, and coinciding with the 
introduction of the weighted sections, students started to request more time 
to prepare for each PE. The changes to the PE in the subsequent years and 
the lack of feedback further caused students to loose faith in the ultimate 
benefit of the PE and they thought that the School was engaged in an ill-
constructed experiment (Field notes, student curriculum conference, 
September 2004). The next section reports on the factors that influenced the 
implementation of the PE in the context of C2001. 
 
Findings in response to the research question pertaining to the factors that 
influenced the implementation of the PE indicate that students had varied 
experiences of the PE. While some thought it was useful because it required 
them to revisit prior topics, others claimed that they did just as well by 
guessing on the examination. Most students did not feel that the PE 
assessed their abilities at problem-solving or understanding. In fact, students 
preferred MCQ over short answer questions because they claimed not to be 
familiar with studying for the short answer format.  
 
In addition, the PE had not been implemented as promised (with individual 
profiles and feedback), factors that could have detracted from any formative 
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value. The students’ experiences of the PE were again closely linked to their 
experiences in C2001 and their interactions with staff in the setting.  
 
6.6 FACTORS THAT SHAPED THE IMPLEMENTATION OF THE PE AND 
C2001  
A sub-section of the third research question explored the factors that shaped 
the implementation of the PE.  Data sources included web communications 
from the student discussion forum, analysis of documents such as the 
minutes of meetings and the curriculum package, staff interviews and 
observations of interactions and discussions regarding the PE and C2001. 
 
6.6.1 Students as self-directed learners 
The implementation of C2001 and the introduction of the PE were to support 
deep and self-directed learning in students. It was envisaged that knowledge 
of students’ performance and areas of weakness would direct staff and 
students efforts in addressing identified shortcomings for future learning. 
During the first two years of C2001 implementation, there was much 
confusion regarding self-direction amongst both staff and students. Staff had 
various interpretations of the extent to which they should provide guidance to 
students while the students were unfamiliar with the scope and depth to 
which they should conduct independent research. The situation was worse 
for those studying in English as a second language, especially those who 
matriculated from poorly-resourced secondary schools where lecturers often 
prepared notes for learners. Some members of staff thought that students 
should not receive any guidance (e.g. lectures or overview notes) because 
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they were supposed to ‘teach themselves”. This was very confusing to 
students and one student complained on WebCT that: 
We are expected to pay fees without being taught and should only pay 
half because we have to teach ourselves! (Student MX, discussion 
forum on WebCT, 24 April 2002).  
 
Some students also thought that the PE had not been valued.  Following the 
prize-giving ceremony in 2002, a student expressed his dissatisfaction with 
the awarding of a top prize by stating that he felt as if he had been cheated in 
a way. He explained that he had higher percentages on the three PE 
examinations than the student to whom the prize had been awarded, who 
presumably had done better on the OSCE. He also thought that it would be 
difficult for him to share information with his peers in the tutorials if they were 
competing for the top prize. The competitiveness between graduates and 
selfish behaviour was some of the factors that the PE was to have alleviated. 
It was to instil a sense of individual mastery and an ethic of working towards 
their personal best. The awards were based on the final result of 2001 where 
the OSCE score was used as the main discriminator between students. It, 
however, entrenched the summative functions of assessment strategies at 
the School. 
 
6.6.2 Staff beliefs  
Data from interviews, minutes of meetings and observations of discussions 
revealed that the staff perceptions had a major impact on the implementation 
of the PE and C2001. Findings from this study suggest that not all members 
of staff embraced the idea of curriculum reform at the NRMSM. Some 
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believed that the issue had caused divisions within the School while others 
voiced concerns about the sub-standard quality of students accepted into the 
programme. They queried the students’ ability to cope in programmes that 
expected a degree of self-study and self-direction and thought that the school 
was “running the risk of lowering academic standards” (Minutes of Faculty 
Board, 18 July1994).  
 
As mentioned previously, the major concern during the C2001 reform 
stemmed from suggestions by change agents that it was possible to reduce 
the amount of content covered in each discipline to emphasise core content 
only. Some members of staff argued that the nature of their disciplines did 
not allow for the teaching of core content. In addition, they believed that 
students from poorly-resourced high schools needed additional material to be 
on par with their counterparts from better-resourced schools. The Dean 
voiced repeated concerns about the capabilities of the students in C2001 and 
proposed the implementation of more traditional, didactic teaching to 
supplement C2001. Prof BM, a member of the Steering Group believed that: 
…the Dean came half way through the process but he had to focus on 
the image of the Faculty in the wider context. (Prof BM, interview, 27 
March 2003). 
  
He thought that the Deputy Dean: 
...did a good job, but it’s sad that he [Deputy Dean] did not get the 
Dean’s support and that we lost him to another medical school in the 
country. (Prof BM, interview, 27 March 2003). 
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The staff also questioned the School’s ability to manage the process of 
curriculum integration and it became apparent that staff felt poorly prepared to 
engage in the pedagogical and professional decision tasks expected of them. 
Some thought that their disciplinary content did not allow for the use of the 
true/false assessment format. Others opposed the idea of reducing the 
teaching of their disciplinary content to reflect core material only. By February, 
2000, approximately a year prior to the implementation, the Steering Group 
had produced a document detailing the themes of the first four years 
(Curriculum Package, 20 February 2000). While the document detailed the 
core components for each module, assessment was still to be discussed. The 
document, nevertheless, suggested the PE for student assessment and 
proposed a set of rules to govern the implementation thereof. These were 
presented and accepted by the Faculty Board by June 2000, six months prior 
to C2001 implementation (Curriculum package, 20 February 2002).  
 
While attempting to secure Faculty input for assessment decisions (function, 
format, and norm vs. criterion referencing), a staff development workshop 
was arranged. The Director of the MEDev Unit reported that details could not 
be discussed because participants were mainly novice lecturers who lacked 
a basic understanding of assessment terminology (Minutes of CDTF, 9 June 
2001). Instead, staff at the workshop expressed their reservations about 
students’ ability to succeed at self-direction. They doubted their own ability to 
cope with PBL and thought that C2001 required even more independent work 
than what could be expected of poorly prepared students. For example, Dr B 
thought that students’ success in PBL depended on the quality of their prior 
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educational experiences and the extent to which it had prepared them for 
self-directed learning: 
I do not even understand what this PBL is about. Can we really expect 
any degree of independent work from the students? (Interview, Dr B, 
16 July 2001).  
Seven years prior to the implementation, another member of staff expressed 
a similar view. PBL was too complex for him to understand and he 
questioned students’ ability and the suitability of the philosophy in the context 
of such a resource-poor, Third World environment such as the NRMSM 
(Minute of 263th meeting of Faculty Board, 5 July 1994).  
 
To illustrate, some believed that the assessment system did not sufficiently 
separate the students according to their abilities. Dr ND thought that “sub-
standard students were sifted more efficiently” from medicine in First World 
medical schools (Interview, Dr ND, 17 July 2001). He feared that the School’s 
obligation to admit under-prepared students would lead to a lowering of the 
quality of teaching. He did, however, agree that the School should become 
aligned with modern international and South African educational trends (Dr 
ND, Interview 17 July 2001). 
 
There were also those who were proud of the School’s achievements during 
the traditional programme and thought that they only required guidance on 
how to proceed. In Dr P’s opinion,  
…We were passionate that we were preparing excellent clinicians at 
the School. We were just not adequately equipping them with skills for 
the 21st century. Considering that it had taken five decades for the 
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faculty to consider curriculum reform, clarity was needed on how to 
proceed.  (Dr P, Interview, 9 October 2001) 
 
Members of staff were also skeptical of the Faculty’s abilities and the 
availability of resources to organise such a major undertaking. Prof AS 
explained: 
The implementation process required a level of educational insight 
and administrative complexity and considerable administrative 
integration to design and deliver the different components in the 
multiple case presentations. I am doubtful of our ability to deliver that. 
(Prof AS, 25 July 2002). 
 
While some staff participants thought that the implementation was premature, 
others (mainly Steering Group members), thought that the time was right for 
the change. To illustrate, a member of the CDTF declared “…the faculty had 
buy-in and momentum and that it made sense to implement” (Dr CD, 
Interview, 11 April 2003). There were also those who volunteered with the 
coordination of assessment items but who had experienced difficulty in the 
absence of an assessment office with this function. (Prof L, email to the 
Chair, Steering Group, 13 June 2002). 
 
A further factor that impacted on and shaped the adoption of the PE and 
C2001 related to the fact that students were to be treated as adult and self-
directed learners. Attendance of lectures in C2001 was thus not compulsory. 
This became an issue for some members of staff who measured their 
success in terms of students’ attendance at the teaching sessions. Some 
thought that the decision had not been interrogated and that students were 
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allowed too much freedom to do as they pleased.  Dr JJ expressed these 
sentiments:  
How would they [students] know what is important if I do not tell them 
or if they are not compelled to attend... [the lecture]. (Dr JJ, field notes 
of workshop to orientate to PBL, 5 February 2004). 
 
Some lecturers were concerned that students may not attend after they had 
made efforts to prepare the lecture content. In terms of the PE and the 
establishment of the question bank, a few members of staff thought that the 
students were an untapped resource that could be drawn upon to submit 
questions on themes. To tap into this resource, a Theme Head suggested 
that the students would have been exposed to a number of cases by the end 
of the first year and that one should allow groups of students to compile case 
scenarios that could be added to the assessment bank. The idea to use 
students to expand the question bank was, however, not supported by the 
rest of the staff. 
 
Finally, some members of staff did not believe that C2001 or the PE could 
succeed. Dr MG’s response, in particular, illustrates this: 
I do not think that this programme will work. When I was a student, we 
were told that we needed to attend all classes and registers were kept. 
We worked our fingers to the bone. We had Anatomy spotters all the 
time. These students do not know enough and they want to get away 
with knowing even less. How can anyone expect of me to say that 
some structures in the body are more important than others. They will 
not have the luxury of a week to go and research their anatomy when 
presented with a surgical emergency. (Dr MG, field notes of workshop 
to orientate staff to PBL, 5 February 2004). 
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This section presents the factors that shaped the implementation of the PE. 
First, students believed that they did not receive sufficient direction from 
lecturers on the scope and depth required for study in PBL. They also 
thought that the aims of PE was not been adhered to as staff refused to 
provide feedback. In addition, students thought that the PE became just a 
paper exercise that only marginally influenced summative decisions at the 
School.  
 
Staff resisted the idea of designing a core curriculum and thought that 
students should be compelled to attend lectures. Even the Dean was 
sceptical of PBL. He thought it was costly and failed to allocate human and 
financial resources to support its implementation. He also did not secure or 




This chapter presented findings from the study that addressed the question 
of a possible misalignment between the aims of C2001 and the way in which 
the PE had been implemented. The first research question was: What 
educational principles influenced the adoption and implementation of the 
progress examination in the context of PBL at the NRMSM? In response to 
this question findings indicate that the School had sound reasons to embark 
on curriculum and assessment review.  These included:  
• Agreement amongst staff and the acting faculty leadership to consider 
curriculum reform.  
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• A genuine intention to improve the learning experience of learners at 
the school and to equip them with life-long learning skills. 
•  A favourable post-apartheid climate for reform and a growing 
international trend towards the modernisation of medical curricula.   
 
The second research question asked what stakeholders’ understandings of 
the nature, principles and goals of the progress examination and its suitability 
for assessing students’ cognitive learning in the context of PBL were. 
Findings indicate that students expected individual and group feedback to 
inform them of their strengths and weaknesses while members of staff of the 
CDTF thought that the PE would develop deep learning strategies in 
students. CDTF members also believed that the PE could be tailored to the 
needs of the School. Lecturers especially those on joint appointment were 
sceptical of PBL and needed time to familiarise themselves with the 
educational philosophy. In addition, assessment was not planned for while 
members of staff were hesitant to participate in educational decision-making 
processes.  
 
The third research question explored the experiences of stakeholders of the 
PE and the factors that shaped its implementation. Students had varied 
experiences of the PE and C2001 which included beliefs that the PE 
encouraged understanding rather than rote learning and that it influenced 
their learning positively. Others, however, thought that the PE failed to 
assess their understanding and problem solving abilities and they claimed to 
be performing equally well by guessing on the PEs. Students thought that 
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changes were being made too frequently to the PE. They also thought that 
the PE had not been implemented as promised and that it did not serve any 
formative value in C2001. Members of staff felt restricted in the use of 
assessment options that were amenable to computer-assisted marking and 
thought that their experiences of the PE could not be isolated from their 
experiences with C2001.   
 
The following enabling factors shaped the implementation of the PE. These 
included the political drive from students to see an improvement in their 
learning, the initial presence of a small group of change agents to champion 
the cause and the culture of renewal and transformation in South Africa that 
encompassed national curriculum reform in schools.  
 
Limiting factors, however, included the lack of orientation and training for 
staff, the rapid turnover in change leaders, disinterest from faculty leadership 
and a lack of resources, the restructuring of health resources, poor 
organisational support and poor planning for implementation. Furthermore, 
the leadership did not address the voice of sceptics who demoralised 
students by eroding their self-esteem. Perceptions of severe staff shortages 
could have added to the view that the PE had evolved into a cumbersome 
commodity that tested the skill of members of staff rather than deep learning 
and understanding of students.  
 
The study sought to examine the extent to and ways in which there was a 
misalignment between the professional and pedagogical goals of the PBL 
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curriculum (C2001) and the PE as a strategy adopted to assess cognitive 
learning at the school. From these findings, there appears to have been a 
mismatch between the aims advocated by C2001 and the PE and the way in 
which the curriculum was implemented and practiced at the School. The 
findings will be discussed in relation to the theories offered in Chapter 4 
(learning and assessment of students). The next chapter seeks to explain the 
misalignment between the curriculum reform introduced at the NRMSM 
(C2001) and the assessment approach/tool (the PE), and identifies the 
implications for curriculum reform at the School and in medical education, as 
well as for future research.  
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CHAPTER 7 
IS THE PROGRESS EXAMINATION A SUITABLE TOOL FOR 
ASSESSING PROBLEM-BASED LEARNING IN MEDICAL EDUCATION? 
DISCUSSION AND IMPLICATIONS 
 
7.1 INTRODUCTION 
This study sought to examine stakeholders’ (staff and students) experiences 
of the implementation of the progress examination (PE) and its efficacy as a 
tool for assessing problem-based learning (PBL) in the undergraduate 
programme at the Nelson Rolihlahla Mandela School of Medicine (NRMSM). 
Using a case study methodology to address the research questions, the 
study was embedded in the social constructivist paradigm that emphasises 
the role of social encounters for making meaning of educational settings 
(Atherton, 2005). This perspective includes principles of adult, deep and self-
directed learning (Biggs, 1994; Brookfield, 1995b; Miflin et al., 2005; Stefani, 
2004). As discussed in the preceding chapters, the study was premised on 
the perception of a possible misalignment between the pedagogical aims of 
Curriculum 2001 (C2001), a PBL programme, and the PE to assess the 
cognitive domain in the programme. As such, the study examined the 
curriculum decision-making that informed the implementation and adaptation 
of the PE as an assessment tool in the context of C2001 at the NRMSM.  
 
As indicated in Chapter 2, qualitative inquiry into and publication on, 
formative assessment in PBL has been limited (Fowell et al., 1999; Nendaz & 
Tekian, 1999). In particular, there has been a dearth of research into the use 
of formative assessment practices to promote learning in PBL settings 
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(Fowell et al., 1999). In addition, much of the research into student 
assessment in medical education is consistently reported from a positivist 
tradition (Harris, 2002) and often fails to consider the social and cultural 
context of teaching and learning.  
 
This study was informed by Fullan’s (1991, 1999) theory of educational 
change, Boud and Middleton’s (2003) notion of lecturers’ communities of 
practice and the social constructivist theory (Atherton, 2005). In particular, 
the social constructivist perspective privileges the principles of adult learning 
(Knowles, 1984; Brookfield, 1995a), self-directed learning (Colliver, 2002), 
lifelong learning (Miflin et al., 2000) and deep learning (Biggs, 1994; Rushton, 
2005). From these theories, this thesis posited first that change agents and 
curriculum drivers at the NRMSM based their decisions for curriculum and 
assessment reform on sound professional and pedagogical principles to 
enhance student development and improve teaching practices at the site. 
 
As evidenced in the previous chapter, findings suggest, however, that staff 
members did not share a coherent understanding of the purpose and format 
of the PE and that a common understanding was limited only to Steering 
Group members who essentially drove the reform. There was thus a 
mismatch between the principles of the PE as advocated in C2001 and the 
understanding and experiences of stakeholders. Evidence of a strong theory 
of education was further only present during the initial stages of the reform 
and did not diffuse after the retirement or relocation of key change agents. 
Furthermore, while there was some understanding of a theory of education 
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and educational principles that informed the need for curriculum reform, 
implementers of C2001 at the NRMSM lacked a strong theory of action 
(Fullan, 1998). In addition, the findings suggest that curriculum reform was 
only superficially achieved (Fullan, 1993), resulting in the perception that the 
innovation failed to meet the ideals proposed at the outset. Secondly, this 
study posited that staff and students’ understandings and acceptance of the 
nature and purpose of the PE would have influenced their participation and 
experiences of its effectiveness and that the nature and quality of the 
institutional support would have influenced their views of the reform. Thus, 
informed by the above, the study used a case study approach to investigate 
the appropriateness of the PE as a tool for assessing students’ knowledge in 
the context of the PBL curriculum at the NRMSM. 
 
In this concluding chapter, I revisit the data gleaned from the case by 
identifying the main themes that emerged from the findings. I juxtapose my 
findings against the knowledge base on curriculum change in education in 
general, and medical education in particular, and critically analyse the 
findings in the light of the theoretical positions outlined in Chapter 4. I then 
illustrate how this study extends and advances our understanding of what is 
currently known about reform in medical education contexts. I also discuss 
the implications of the findings for curriculum policy and practice at the 
School and identify additional research questions that have emanated from 
this study. 
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7.2 SUMMARY OF THE MAIN FINDINGS 
During the process of curriculum reform at the NRMSM, it was envisaged 
that the PE would be a suitable assessment instrument to develop and 
enhance deep, meaningful learning in the context of C2001 among 
undergraduate medical students. This was to be achieved through multiple 
sittings of the PE and the continuous assessment of the final curricular 
outcomes at every sitting of the examination (Verhoeven et al., 2005). 
Findings from the study, however, suggest that the PE, as it was 
implemented at the NRMSM, was not a suitable tool to assess students’ 
cognitive learning in the context of PBL in C2001. Instead, after several 
adaptations over the years, to meet short-term needs, it eventually became 
another summative examination with the major weighting assigned to content 
most recently covered in the programme. The original philosophy of the PE 
as an assessment tool that assessed students against the exit outcomes was 
lost as it was modified to suit the immediate needs. These adaptations left 
stakeholders, especially students, disillusioned about the possible educative 
purposes of the PE. The section below summarises the findings responding 
to each of the three research questions. 
 
The first research question asked: What educational principles influenced the 
adoption and implementation of the PE in the context of PBL at the NRMSM? 
Findings from the study suggest that clear professional and pedagogical 
principles informed the curriculum and assessment reform processes at the 
School. From the documents studied, it was envisaged that the 
implementation of C2001 would integrate teaching and learning. As an 
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assessment tool, the PE was advocated to facilitate students’ problem-
solving skills on content of the core curriculum that reflected the local 
situation. This was to be achieved though the use of clinical case scenarios 
that simulated authentic problem solving (Banta et al., 2001) at multiple 
sittings of the examination. The multiple sittings were to ensure that students 
were not assessed on a single assessment opportunity but that their 
progress would be informed by multiple assessment opportunities. By 
continuously assessing the final year outcomes, the PE was to promote life-
long learning among the learners, reminding them of the ultimate goals to 
which they needed to aspire. Upon writing each PE, students were to have 
received feedback on their personal progress to aid them in self-reflection. 
With feedback widely recognised as the single most powerful influence on 
students’ learning (Hattie, 1987), the feedback received on each PE was to 
have informed students of their strengths and weaknesses and helped to 
direct their energies in future learning tasks (Hattie & Jeager, 1998). Through 
the regular assessment of the final exit-outcomes, it was also believed that 
students would be directed towards the use of deep learning strategies and 
clinical application rather than using strategies associated with short-term 
memorisation and recall. In fact, the use of short-term recall and 
memorisation strategies were exactly the type of learning behaviour that the 
PE reputedly would prevent.  
 
The study sought to examine the manner in and extent to which students and 
staff understood these principles and their significance in the teaching and 
learning environment. As such, the second research question asked: What 
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were stakeholders’ understandings of the nature, principles and goals of the 
progress examination and its suitability for assessing students’ cognitive 
learning in the context of PBL?  Data collected from participant observations, 
interviews and minutes of meetings indicated that individual staff perceptions 
varied widely, depending on their degree of participation in the reform 
process. The perceptions of staff were also influenced by how they had 
experienced the early implementation of C2001. To this end, members of the 
Curriculum Development Task Force (CDTF) expressed a shared 
understanding that the PE, through the acquisition of long-term and 
functional knowledge, would reduce stress and anxiety that students 
traditionally experienced. They also believed that the formative nature of the 
PE, through its use in terms of feedback, would support remediation in 
student learning and that the PE’s emphasis on exit outcomes would have 
encouraged understanding and meaning-making in clinical context.  
 
The staff, of which the majority served both the University and the provincial 
Department of Health (i.e. joint appointments) generally, had less 
understanding of the aims of the PE than those who were full time employees 
of the University.  Many were not sure why C2001 had been implemented 
and complained that it was too time-consuming, and as a result, refused to 
serve on the assessment structures of the School. Many of these members 
of staff thought that it was difficult to identify core content in their disciplines 
and expressed feeling restricted by having to design assessment questions 
in the format of the PE (i.e. a scenario linked to the true/false MCQs).  Many 
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simply refused to attend assessment meetings and often submitted questions 
of poor quality to the assessment group. 
 
Students expected to be advised of the criteria for success on the PE prior to 
sitting for the examination. They requested and expected copies of the 
question papers on many occasions and monitored their individual progress 
eagerly. They were told that educationalists at the Medical Education 
Development Unit would have monitored their progress and wanted to be 
informed by members of staff on how their results compared with others in 
the cohort (i.e. as satisfactory or unsatisfactory). They also anticipated 
appropriate academic support and counseling from the School, depending on 
the outcome of their PE results, and outcome that had not been met. 
 
The third research question asked: Following the implementation, what were 
stakeholders’ experiences of the PE and what factors shaped its 
implementation? Students’ perceptions of the PE were influenced by their 
experiences in C2001. Some described the learning environment as hostile 
and unsupportive. Some C2001 students felt belittled, embarrassed and 
victimised by negative comments of some members of staff towards the “new 
programme”. Not all the students appreciated being constantly compared 
with those who studied in the traditional curriculum by members of staff. 
Some students, having entered the programme from mainly teacher-centred 
secondary schools, reported initial difficulty in adjusting to learning in C2001. 
They, however, thought that they could see the benefits of PBL and the PE 
for the future. Some members of staff thought that the tool was ineffective in 
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discriminating between high- and poor-performing students and that they 
generally performed too well on the PE. Others believed that students were 
not adequately penalised for guessing on the examination and that the 
adaptations to the PE had been detrimental to its formative function. 
 
Findings from the study also suggest that as the other major stakeholders in 
the School, on the one hand, students viewed C2001 and in particular, the 
PE as a positive intervention in their learning in medical education. For 
example, they thought that the PE was an effective tool for assessing their 
learning and believed that the spiral nature of the exam encouraged them to 
revisit work studied in previous years. Their responses suggested that they 
believed the examination helped others “to monitor their progress” and 
helped them to stay up-to-date with the work. On the other hand, while the 
majority of the cohort expressed a preference for the (T/F) format of the PE 
over written assessment formats, believing that it required less examination 
preparation from them, others were skeptical of the PE’s effectiveness for 
assessing their understanding.  In general, the students thought that the PE 
was easy to pass and that they could guess some answers during the 
examination.  
 
With regard to their participation in curriculum decision-making during the 
implementation of the innovation, the majority of staff viewed assessment 
decisions in C2001 as the domain of educationalists. They often expressed 
feelings of insecurity and a lack of competence regarding their role in the 
assessment decision-making process. For example, members of the 
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Assessment Group felt marginalised and believed that some members of the 
more formally recognised Undergraduate Committee disregarded their 
recommendations in terms of the adjustments made to the PE.  
 
A sub-section of the third research question was: What factors shaped the 
implementation and modifications to the PE? Findings from the study suggest 
that several factors, both internal and external to the NRMSM, influenced the 
initial implementation and subsequent modifications to the PE. The 
workshops offered by the PBL experts did not address the issue of student 
assessment. Assessment in general was also not considered during the pilot 
modules that had been tested prior to C2001 implementation.  
 
Other internal factors included the ongoing and ad hoc changes to C2001 
reform in response to issues arising. Many of the adaptations to both C2001 
and the PE reflected ‘stop-gap’ changes that were not based on a coherent 
evaluation programme (Fowell et al., 1999). C2001 also received poor 
organisational and leadership support. It further coincided with 
semesterisation at the university, which placed serious restrictions on the 
duration of the academic year and the format and number of assessments 
that were practicable during each semester. Staff thought that changes to 
C2001 took place without sufficient consultation and viewed the 
establishment of the SUME as a mechanism to control their time and 
academic activities. They complained of a lack of faculty leadership while 
CDTF members believed that their efforts in driving the reform were not 
valued.  
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Furthermore, the School, after being asked to increase its intake of students 
to address political transformation, felt burdened by the large student cohort 
that severely challenged human and physical faculty resources. This 
restricted the assessment options to formats that were open to computer-
aided marking. The increased student intake also brought about greater 
diversity in the student population with nearly 50% of the cohort entering as 
non-traditional “mature” students who were skilled at exerting political 
pressure to get what they wanted in terms of the teaching and learning 
arrangements, including assessment. External factors, such as the 
restructuring of the Ministries and provincial Department of Health and 
Department of Education also impacted significantly on the stakeholders’ 
experiences of C2001 and the PE. For example, most members of staff, 
especially those on joint appointment (employed by the university and the 
provincial Department of Health), felt overwhelmed by uncertainties that 
these external factors as well as the internal reform processes brought to 
their daily realities. Many opted for private practice, leaving academic and 
clinical departments severely short-staffed.  
 
The section below discusses the findings and explains some of the reasons 
for the PE failing to be an effective tool for assessing learning in the context 
of a PBL curriculum.  
 
7.3 EXPLAINING THE FAILURE OF THE PE AT THE NRMSM  
Based on findings from data presented in Chapter 6, several issues emerge. 
During complex curriculum reform and without appropriate institutional 
support and guidance, medical lecturers were unable to shift their 
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understanding and practice of teaching and learning to engender more 
transformative educational practices. Some openly resisted changing from a 
teacher-centered to a student-centered philosophy and practice. This 
negatively impacted on the success of the PE and C2001 in a number of 
ways. The first problem stems from the failure of the curriculum developers 
and its leadership to consider assessment as an integral component of the 
reform process. The format and purpose of the PE at the NRMSM was 
neither addressed during the preparatory workshops, nor was it considered 
during the pilot modules that preceded C2001 implementation. Related to this 
oversight, was the deficient educational understanding that some members 
of staff had of the goals of the PE. In this regard, Fullan’s (1990) advice holds 
true that even well intended reforms can fail if stakeholders fail to see the 
relationship between the reason for the innovation and its purpose at the 
school.  
 
First, informed by the theoretical frameworks discussed in Chapter 4, this 
study was premised on the notion that good understandings of the curriculum 
reform among the stakeholders (medical students and staff) at the NRMSM 
would lead to its effective implementation and improved teaching and 
learning. Findings from the study suggest that the stakeholders had varied 
and often inadequate understandings of the nature and purpose of the PE in 
the context of PBL at the school. These understandings further influenced 
their behaviour and relationships with their colleagues and students. In 
addition, and despite the proclaimed student-centered approach of C2001, 
some members of staff also questioned the educational value of formative 
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feedback that the PE warranted. In the absence of an agreed and coherent 
assessment policy, many members of staff refused to serve on the new 
committees and failed to address students on feedback. Others only provided 
superficial explanations for assessment decisions. From these actions, it 
became clear that they did not consider the students’ needs or the 
educational impact of their actions on students’ learning. In fact the actions of 
staff failed to demonstrate a willingness to encourage students in life-long 
learning or to embrace practices that would have impacted on their own 
professional development as lecturers (Cranton, 1994).  
 
Staff also preferred to protect the confidentiality of their assessment question 
banks. In this way, they did not harness the opportunities for learning that the 
PE offered and failed to maximise the learning that would have been best 
when based on the experiences of the learners (Kolb, 1984). If the PE had 
been used as planned, the computer-aided analyses of the results would 
have informed stakeholders of students’ misconceptions and highlighted 
areas for improvement. The incorporation of a feedback system would also 
have helped to develop a culture of learning where staff regularly interacted 
with learners and where the environment would have encouraged learners to 
develop their skills of self-assessment (McMahon, 1997; Derry, 1999).    
 
Findings also suggest that staff members did not believe in the ability of 
many of the students to direct their own learning or to be independent in 
learning. There was no trusting environment in which students could interact 
with their more knowledgeable lecturers to demonstrate more transformative 
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conceptions of learning (Torrance and Pryor, 1998). Instead, C2001 students 
complained of the “hostile learning” environment and the staff’s criticism of 
C2001. Some students became demotivated by the constant negative 
comments relating to their ability and reluctant to share their concerns or to 
expose their misconceptions in the presence of lecturing staff.  
 
Students did not receive opportunities to use their knowledge in relation to 
newly acquired information (McBrien, 1997) and failed to interrogate the gaps 
in their knowledge because they feared exposing their ignorance. The lack of 
these learning opportunities possibly hindered students from developing into 
confident graduates who could use medical terminology appropriately to 
phrase questions and who were skilled in self-reflection and self-assessment 
(Rushton, 2005). This thesis therefore, argues that the failure to create a 
trusting learning environment thus inhibited learning in the programme in that 
it became difficult to gauge the extent of the support that students required to 
succeed at learning (Taylor, 1998).      
 
With regard to staff members’ beliefs, and partly due to the appointment of an 
Assessment Head who did not have any educational qualifications, were the 
seemingly annual, ad hoc adaptations made to the PE during the first few 
years of implementation. These adaptations followed in response to issues 
that became evident as the first cohort moved through. The seemingly ad hoc 
adaptations further reinforced the students’ perceptions of being ‘guinea pigs’ 
in a programme that had not been thoroughly planned. While the PE had 
been implemented in its original format (assessing outcomes in the students’ 
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first year), the concepts of MAC and NMAC which refer to the content 
previously covered and content not yet covered were introduced in 2002 with 
a weighting of 70:30 allocated to each of the MAC and NMAC components 
respectively. The NMAC component that represented the final curricular 
outcomes was further reduced and received a weighting of 20% in 2003. 
 
Coinciding with semesterisation in the new, merged university, the number of 
PEs was reduced from three to two per year (i.e. one per semester) in 2004 
Students also complained that questions did not always assess what they 
had learnt and they thought that a final mark that included a NMAC 
component disadvantaged those who competed with students from the allied 
health and pure sciences for bursaries and other forms of financial 
assistance and incentives.  Thus, this thesis argues that the failure of the PE 
to focus on core and exit outcomes hampered the desired alignment between 
the taught, learnt and assessed areas of the curriculum (Gipps & Stobart, 
2003) and between the PE and the PBL curriculum. In fact, the adaptations 
to the PE failed to consider what McHarg and colleagues (2005) identified as 
one of the most critical features to retain for the PE to stay true to its function 
(i.e. assessing students’ progress). To effectively assess progress, is the 
authors’ argue, the PE should persistently include and assess content 
covered and passed by students in previous years (McHarg et al., 2005). 
Contrary to these principles, at the NRMSM, various factors, including the 
militant student body exerted strong pressure for the PE to assess only 
content covered during the semester that preceded the examination (to the 
exclusion of the previous years’ content).  
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Furthermore, the reduction in the number of PEs in a year prevented the 
School from demonstrating students’ progress (McHarg et al., 2005). The 
increased emphasis on the summative function of the PEs and its scheduling 
at the end of semester resulted in most students, except those who failed, 
not receiving feedback. Students became increasingly critical of the formative 
influence of the PE and eventually refused to be assessed on NMAC content 
altogether. This finding affirms the argue of Miller and Parlett (1974) 
regarding the sensitivity of students to cues and rewards in relation to 
assessment and their ability to alter their learning behaviour depending on 
the assessment requirements (Marton & Säljö, 1997; Ramsden, 1997).  
 
By 2005, the clinical departments were faced with a double load of final year 
students and preferred the ‘tried and tested’ end-of-block examinations that 
had been used in the traditional curriculum. Each of the six clinical end-of-
block examinations assessed students’ knowledge and competency only in 
the specified disciplinary content and little integration or interdisciplinary 
collaboration occurred. By August 2004, the students, fearing the constant 
comparisons between the PBL and the traditional cohorts, refused to sit for 
the PE as it had not been incorporated as part of the assessment plan of 
their final academic year. Again, departments argued that they failed to plan 
for the eventuality of the double cohort in the final year class in 2005 and that 
they were not able to assess learning in ways other than computer-aided 
marking due to the large student numbers.  
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In summary, as a tool, the PE thus failed to assess students’ cognitive 
knowledge in the context of a PBL curriculum at the School. Reasons for this 
failure included poor and inadequate understandings and acceptance of 
C2001 and the PE among staff, a lack of a common understanding of self-
directed learning for students, lack of opportunities for collaboration and 
failure to achieve deep learning and meaningful reform. In the section below, 
four possible explanations are offered for the failure of the PE in this context. 
 
7.3.1 Varied and inadequate understanding of C2001 and the PE 
As evidenced by data from the study reported in this thesis, a possible 
reason for the failure of the PE at NRMSM relates to the academic staff 
members’ insufficient understandings of the philosophy and purpose of the in 
the context of PBL. This is premised on the notion that the educator’s role is 
critical in the development of self-direction in students (Norman, 2004). 
Students need the flexibility of a trusting, learning environment to practice 
critical questioning and thinking and guidance in appraising new information 
(Patel et al., 1990). The thesis argues that in the light of the diverse student 
cohort at the NRMSM, guidance from informed teacher experts would have 
supported students in building confidence in applying problem-solving 
techniques and practices in groups to new encounters. Furthermore, 
receiving immediate feedback from these experts would also have helped 
learners psychologically to trust their instincts when applying the newly 
acquired skills (Patel et al., 1990).  
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As reported in Chapter 6, staff at the school did not receive any substantial 
training on PBL and in particular, on the PE and were not oriented on the 
expectations that accompanied the implementation of the PE. Consequently, 
despite statements that the C2001 aimed to inculcate student-centered 
approaches, the staff operated seemingly oblivious to the educational impact 
of the PE on teaching and learning. The mismatch between the aims of 
C2001 and the PE further became evident, as students’ expectations for 
increased interaction with discipline experts in a conducive social learning 
environment did not occur. This process of social interaction is necessary to 
provide students with individual feedback regarding their strengths and 
weaknesses and opportunities for reflection on gaps in their knowledge.  
Learning in such an environment could potentially stimulate students’ interest 
in their progress which could lead to increased sense of responsibility for 
their learning (Knowles, 1986). To achieve and inculcate self-direction in the 
students was after all one of the aims of C2001 and the PE was viewed as a 
vehicle for achieving this.  
 
Failing to consider and plan for assessment as part of C2001 reform further 
led to the School’s omission to diffuse the concept throughout the 
Organisation. Rogers (2003) defines diffusion as a special kind of 
communication around a new idea and can bring about a kind of social 
change.  For the successful diffusion of the PE at the NRMSM, a number of 
cyclical information exchange processes would have been needed between 
change agents and stakeholders.  These did not occur and expectations of 
some members of staff for the PE to differentiate between high and poor 
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performers were thus not verbalised or addressed until after implementation. 
The lack of planning also became apparent in the incoherent strategies 
employed when the school faced problems such as the impact of having 
mature and matric students in the same cohort. Many members of staff did 
not actively support the formative function of the PE and became 
disillusioned when the results in response to the summative use of the PE did 
not satisfy their needs. Instead of evaluating the effects of the assessment 
strategy and reflecting on its use as advocated by Fowell and colleagues 
(1999), adaptations were made in a piece-meal way that failed to consider 
the effects of the changes on the coherence of the assessment strategy and 
C2001.  
 
Since teaching experience alone does not develop more transformative 
conceptions among lecturers (Norton et al., 2005), it is vital that institutions 
wishing to pursue transformative educational practices, provide appropriate 
training and institutional support to its academic staff. This is especially 
needed for institutions that regard academic growth towards becoming 
effective lecturers as a developmental process (Higgs & McAllister, 2007). 
For example, the failure of the school to provide training in the development 
and use of the PE as an assessment tool also led to a situation where most 
members of staff were not skilled in the construction of effective higher-order 
assessment scenarios.  This impacted on staff members’ confidence in 
assessment-item-construction with many claiming that the content of their 
disciplines was unsuited to the assessment format of the PE. As a coping 
mechanism, some simply submitted items without linking the data to the 
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statements and, in the process, the PE lost face validity or its authenticity. 
The limited understanding, orientation and insecurities about their ability to 
assess using the new format resulted in reluctance from members of staff to 
participate in assessment activities and failure to serve on the Assessment 
Group. 
 
The lack of understanding of the intention of the PE amongst members of 
staff impacted negatively on their behaviour, practices and relationships with 
their colleagues and students. Literature reviewed in Chapter 2 suggests that 
assessment can inform learning if considered integral to the curriculum and 
the reform (Fowell et al., 1999; Shepard, 2000). Also noted, is the importance 
of reflecting on the effects of an assessment strategy on the learning 
behaviour of students (Cowan & Harding, 1986) and the interplay between 
these factors on learning (Race, 1996). Staff did not believe that feedback on 
assessment would provide students with opportunities to reflect on their 
learning or that the practice would ultimately enhance students’ motivation to 
learn. They thus lacked the fundamental pedagogical understanding of the 
reasons for feedback.  
 
In addition, the professional practice of staff did not reflect a caring nature or 
the desire to consider the impact of their attitudes and teaching styles on 
students’ learning (Race, 1996). Instead, while the implementation of C2001 
should have been viewed as a significant paradigm shift towards a student-
centered approach, the practices of staff remained firmly rooted in a 
positivistic, teacher-centered paradigm. Due to poor planning and 
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management, the NRMSM also discontinued orientation and induction of 
staff into the philosophy and purpose of the innovation. The decision to 
discontinue the Medical Education Development Unit where staff could 
collaborate and share their challenges was further detrimental to the 
knowledge base and experiences of lecturers at the site. 
 
Aligned with the negative beliefs of staff regarding C2001 were patterns of 
behaviour that indicated a poor understanding of pedagogical terms used 
such as student-centeredness and self-direction. The behaviour of staff can 
be understood and explained if one views their beliefs as the basis from 
which they engaged in curriculum decisions (Cheung and Ng, 2000). Their 
beliefs about students’ inability to engage in independent learning and the 
reminders to C2001 students about their lack of knowledge and competence 
could be explained if we acknowledge that staff’s attitudes largely reflected 
reproductive conceptions of learning (Murray & Macdonald, 1997; Vermunt & 
Verloop, 1999). Staff essentially viewed their role in teaching as transmitting 
information and learning as an accumulation of information (Rothman, 1992; 
Kember 1997). Their misguided beliefs of the PE and its purposes are also 
consistent with the reproductive conception of teaching and learning. The 
adaptations to the PE thus reflected a view consistent with their view of 
teaching (i.e. to measure the amount of information accumulated by 
students) and had a debilitating effect on their own ability to practice 
transformative conceptions of teaching and learning. Under these 
circumstances, it was also unlikely that these staff members would develop 
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higher-order learning skills among the students they were charged with 
teaching.  
 
7.3.2 Failing to create opportunities for collaboration among staff 
According to Wenger and colleagues (2002), a community of practice is 
necessary where people share an interest and pursue common activities to 
build relationships and engage in discussions where they learn from one 
another. Collaboration and team approaches are important during periods of 
curriculum reform as it encourage dialogue and aids inclusive decision-
making (Duderstadt, 2000). In the context of C2001, such a community would 
have enhanced the understanding of the reform and contributed to the 
effective implementation. The established community would also have led to 
improved teaching and learning at the NRMSM. For example, good clinical 
patient cases for assessment were often deliberated at meetings of the 
Assessment Group but some lecturers resisted serving on this working group 
while others, due to service commitments and understaffed departments, 
seldom attended workshops that could have helped to improve their skills. 
 
First-hand encounters in such a community where assessment cases are 
constructed could have contributed to the development of appropriate skills 
and helped lecturers to experience and understand the dynamics of 
collaborative learning. Instead, staff at the School worked mainly from 
traditional disciplinary orientations and was largely unfamiliar and 
uncomfortable with interdisciplinary collaborations. Mennin and Krackov 
(1998) partially attribute the lack of collaboration and resistance of medical 
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lecturers to participate in interdisciplinary teams as resulting from 
inexperience and unfamiliarity. In their study of curriculum drift at an 
American school, Robins and colleagues (2000) noted the same trend in 
response to curriculum reform.  
 
This thesis posits that the formation of a learning community would have 
helped staff to share the collective responsibility for the reform. Since 
members of learning communities are both students and practitioners, staff 
would have been better positioned to appraise the advancements of the 
School towards the success of the reform.  An additional advantage would 
have been that learning, even though it might have started in a formal 
structure such as the CDTF, would not have been limited only to members of 
that group. Instead, staff would have shared their experiences and tools to 
overcome challenges even across disciplinary boundaries (Wenger et al., 
2002). 
 
The lack of a professional learning community at the NRMSM entrenched 
behaviours where staff in departments isolated themselves and only 
contributed to the programme when called upon by their line managers or the 
Dean. The central organisation of the programme and the establishment of 
the SUME was a factor that divided staff, and many clinical academic 
members of staff perceived the coordinating function of educationalists in 
SUME as having authority over their time and autonomy. This experience is 
at odds with literature that suggests an increased likelihood of success where 
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the innovation is centralised for planning, coordination and funding (Bland et 
al., 2000).  
 
The power of autonomy and need for independence over working conditions 
and hours is a factor also highlighted by Gale and Grant (1997) in their study 
of factors that challenged successful reforms. Those authors noted the 
priority of clinicians towards self-determination and the tendency to withdraw 
their participation and support in circumstances that tested their independent 
mode of operation. At the NRMSM, the poor learning culture manifested in a 
lack of enthusiasm amongst the lecturers and it prevented them from 
developing their own knowledge, skills and strategies to improve students’ 
learning. Except for the small group tutorial setting where relationships 
between students and PBL tutors improved (McLean et al., 2006), other spin-
offs of a conducive learning culture such as improved collegiality, increased 
interdisciplinary collaboration and improved teacher-student relationships did 
not develop. In fact, students, already intimidated by the new educational 
environment, started to doubt themselves and their ability to be successful on 
the course.  
 
7.3.3 Failing to develop self-directed learning among students  
As an assessment strategy, the PE also failed to enhance students’ cognitive 
learning and to develop independent and self-directed ability among the 
students. This is not surprising as not all students are capable of independent 
work at the outset of a tertiary qualification (O’Hanlon et al., 1995; Greening, 
1998). In fact, most students, irrespective of prior educational background, 
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need a period of adjustment to PBL (Alessio, 2004; Greening, 1998; Miflin et 
al., 2000). For students to become self-actualised, intrinsically driven and 
competent professionals require a consideration of their physical, 
physiological, emotional and psychological needs (Maslow, 1970). This 
thesis argues that it would be difficult for students with poor self-esteem to 
develop into self-assured mature students unless they are actively guided 
towards the use of appropriate skills for deep and self directed learning 
(Quinlan, 2000). Furthermore, if we believe, as Knowles (1988) suggests, 
that students need a positive self-concept to develop independence and self-
direction, then it is essential that learners develop these competencies in an 
environment that encourages interaction and dialogue and one that is free 
from judgment, a situation that was lacking at the NRMSM during the 
implementation of C2001 and the PE. Inappropriate support or failure to 
support students invariably results in the widening of the gap between 
students from diverse secondary schooling experiences and those with prior 
educational disadvantage would be even more hesitant to express their 
misconceptions in non-supportive learning environments. 
 
7.3.4 Failing to achieve deep learning and meaningful reform  
For curriculum reform to be meaningful and deep, it has to draw on strategies 
that are both strong in a theory of education and in a theory of action. Fullan 
(1999; 2003) advocates that good educational ideas that hope to bring about 
reform must include sufficient and detailed plans of action that consider the 
context in which the reform is to succeed. Such contextual factors include the 
organisation’s readiness to learn, the local capacity to drive and sustain 
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change and the various local contextual challenges that the reform are likely 
to encounter.   
 
At the NRMSM, the purpose, format and rationale of the PE was only well 
understood by a relatively small section of the teaching staff who served on 
the steering group. This group met fortnightly to discuss and plan the C2001 
reform. Despite the introduction of a newsletter to keep staff informed of the 
progress made during the planning stages, there was little communication 
regarding the PE. Especially with reference to the PE, change leaders 
became preoccupied with implementing the PBL programme while 
discussions were not entertained to demystify the concepts and ideals of the 
PE.  
 
In this regard, the thesis argues that the oversight had a major impact on the 
participation of staff since different stakeholders most likely had different 
views of the PE and its proposed functioning at the site. Findings also 
suggest that conflicting ideas were not discussed in a collegial manner. To 
illustrate, some members of the assessment group expressed feeling 
devalued and disregarded when those who served on the formal UG 
committee had overturned decisions taken by the assessment group. They 
opted not to participate any further in the reform. Others also noticed 
disinterest and non-participation of staff, which could have been avoided if 
stakeholders were respectfully made aware of why and how they were likely 
to disagree (Fullan, 2003)   
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 For curriculum reform to be understood as contextually beneficial and 
meaningful, it has to be valued and supported both structurally and 
institutionally. While C2001 and the PE were underpinned by a strong theory 
of education and initially well supported, the theory of action was not as well 
designed, communicated or executed.  There are also indications that staff at 
the school suffered low morale and lacked commitment to work towards 
suitable solutions when faced with challenges. A possible explanation could 
be the fact that creative energies were needed both from staff and the faculty 
leadership to sustain the reform. In the case of the PE and C2001, members 
of staff also verbalised not being valued or supported by decisions of the 
faculty leadership.  To illustrate, those who had been seconded to drive the 
reform were not nurtured or rewarded to keep abreast with developments 
and research in the departments from which they came.  Support of 
individual change agents could have sparked a strengthening in the learning 
community (Fullan, 1993) if others noticed the positive spin-offs. Instead, it 
seemed as if only a minority shouldered the responsibility of the reform with 
little incentive for others to join. It is also obvious that the majority of lecturers 
at the School did not share a moral purpose to better the lives of the students 
(Fullan, 2003). Instead of adopting a proactive learning stance to find 
sustainable solutions or to improve their professional understanding and 
competencies, they refused to invest time or effort in teaching. Perhaps due 
to the lack of training and orientation and to overcome uncertainty, many had 
left for private practice and only some remained with huge service loads.   
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Wenger (2002) cautioned that new information diffuses easily in learning 
communities where the organisation is characterised by great autonomy, 
sufficient practitioner’s orientation and a crossing of boundaries. A possible 
explanation for the failure to diffuse the ideals of the PE may have been the 
perceptions of staff that believed that their time and effort was not valued or 
was overturned by more formal structures. Senge (1990) affirms that change 
diffuses when stakeholders hold a shared view of the future that they seek to 
create. Such a shared vision is believed to encourage experimentation and 
creativity and it spreads through the organisation due to reinforcing 
processes. Senge (1990:227) asserts, “the vision grows as people talk”. 
Such a process includes discussions that add clarity to the theory of action 
and allows enthusiasts to share successes and concerns. It also supports the 
change as commitment from some stakeholders motivates others and where 
late adopters become familiar enough to join the ideals of the reform.  
 
In terms of improved teaching and learning, it is clear that the implementation 
of C2001 and the PE had little impact on developing deep learning among 
students who seemed to prefer the multiple-choice question format due to its 
ability to allow them to guess some answers. In addition, the reform did not 
improve teaching practices at the site. Students also did not experience the 
learning environment as conducive and instead of an increased motivation to 
learn, expressed fears of being victimised and belittled by staff and traditional 
students. With the formative component of the PE having been eroded, 
students ultimately did not believe that the PE would be of any benefit in 
directing and influencing their learning. Instead, the PE became viewed as an 
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additional hurdle to overcome. With students consistently adapting their 
learning to achieve only the highest possible marks, they admitted to 
guessing and the use of surface and strategic learning strategies to achieve 
this goal. These learning strategies were totally contradictory to the aims and 
philosophy of C2001 and the PE.  
  
The staff’s lack of ownership of the new programme was often cited as a 
reason for their poor participation. It is argued, however, that, given the 
nature and context of the joint appointments of those who served both the 
provincial Department of Health and the UKZN, staff expected more 
guidance on how to manage and adapt to the reform. With the leadership in 
crisis, these aspects were not addressed prior to or during the 
implementation of the reform. Instead, claims by the Dean that the innovation 
was more costly than had been estimated, demoralised the drivers of the 
reform. The Dean’s suggestions to “head for the nearest shore with the 
sinking ship” i.e. return to the traditional programme after having progressed 
only halfway through the PBL programme, probably prevented late adopters 
from investing and committing to the reform. The retirement of the Director 
jeopardised the leadership and further coincided with the low morale of the 
staff and the lack of support from the faculty leadership.  
 
A possible explanation for the superficial nature of the reform may rest in 
what Fullan (1988) describes as a planning problem. It was difficult to plan for 
the collective effect of the external influences on the setting. While these 
factors (health and education reform and restructuring) could have been 
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planned for individually, their collective impact exacerbated an already 
difficult period for the NRMSM. In this regard, it was difficult for planners and 
decision-makers to foresee the complexity under which the reform had to be 
implemented.  
 
Thus, based on the evidence presented above and in the previous chapter, 
this thesis argues that there was a mismatch between the intention of C2001 
and the PE and the way in which the PE had been implemented at the 
NRMSM.  While there was a good theory of education and an understanding 
of the pedagogical reasons for the adoption of the PE as an assessment 
strategy, the necessary theory of action was lacking.  Staff failed to embrace 
and support the reform process while the institution failed to provide 
sustainable leadership and guidance for staff to change their conceptions of 
teaching, learning and assessment in C2001. In Fullan’s (1999) view, the 
intentions of the innovation matter little if its quality or appropriateness is not 
duly considered.  With reference to this study, it means that the potential of 
the PE was thus missed as its appropriateness and aims in the context of 
C2001 was neither deliberated nor supported. 
 
7.4. IMPLICATIONS FOR PRACTICE 
The successful implementation of innovations such as the PE in the context 
of C2001 necessitates the consideration of approaches such as a faculty-
wide system to ensure its implementation and coordination. There were 
many new roles and expectations for staff to become skilled in an unfamiliar 
paradigm. Strong and effective leadership was needed to ensure the success 
 261  
of reform. In the light of the findings and explanations, several implications for 
practice emerge.   
 
It is essential for organisations to support their members and to try new ideas 
without fear of retribution, especially when first attempts are not as 
successful as planned (Bland et al., 2000). This thesis also posits that 
practices can only be amended once appropriate policies become 
implemented to affect and sustain the reform. The dean, generally accredited 
as the leader best suited and most influential to change the organisational 
culture, should therefore take the lead in creating a supportive climate for 
reform (Deal & Petersen, 1994). S/he should also make a concerted effort to 
involve staff at the grassroots level to secure broad-based buy-in, especially 
where the institution had been subjected to frequent changes in leadership, 
as was the case at NRMSM.  
 
Specifically, stable leadership is important for successful reform but this was 
not a reality for the School. To sustain reform involves long-term planning 
and requires proactive leadership. It is therefore important to plan for 
succession (Louis & Miles, 1990) and to actively groom new leaders (Bland 
et al., 2000). The leaders should also plan for the implementation dip by 
providing professional assistance to staff to monitor and adapt the reform 
(Eastwood & Louis, 1992) to local challenges. Bland and colleagues (2000) 
stress the importance for primary leaders to remain identifiable and 
committed throughout the implementation process. At the NRMSM, the lack 
of political support from faculty leaders resulted in severe human and 
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financial constraints that impeded the implementation and the success of the 
PE. While the late appointments and poor commitment of the Dean and his 
Deputy could partly explain the situation, it should not excuse leaders from 
being accountable for processes that transpire during their term of office.  
 
Therefore, the school could use an electronic portfolio system or website to 
specify and communicate Faculty goals and priorities to potential Deans and 
Deputy Deans. Such a system would greatly help to inform applicants of the 
goals and initiatives that they would be expected to implement. Such a 
system may also help to ensure that leaders are accountable when they 
communicate progress on the attainment of goals (Eckel et al., 2001).  
 
Secondly, given the complex nature of reform, the prior educational 
experience of staff and varying confidence of entering students in the setting, 
it is important that the institution drives and supports the development of all 
stakeholders. To ensure alignment and a common understanding of 
institutional values, Murdoch-Eaton (2005) suggests that institutions specify 
the generic outcomes (transferable skills) that learners are expected to 
achieve. Greater dialogue between stakeholders would be required to 
facilitate greater standardisation and a common understanding of concepts 
with subjective interpretations. The stakeholders would ultimately have to 
come to an agreement on indicators that would signify successful 
achievement of outcomes. Such dialogue would probably be valuable to 
ensure faculties buy-in if stakeholders can agree on appropriate processes to 
follow and standard practices for remediation.  
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Morahan and colleagues (2002) attested to the value of a central 
coordinating office to improve staff participation. This finding is, however, 
contrary to the finding at the NRMSM where the central coordinating office 
was viewed with suspicion and thought to be a ploy to control staff’s 
activities. The value of central coordination in Morahan et al..’s (2002) view 
was to be achieved through strategies that aided transparency and ultimate 
agreement to principles and processes to achieve institutional goals. A 
central evaluations office, such as the initiative attempted at the school (van 
Wyk, 2006), would also greatly facilitate the monitoring of quality assurance 
aspects of the reform. Having defined institutional priorities, the logic model 
could be used to measure, apart from satisfaction rates (Kirkpatrick, 1994), 
improved learning, performance or transfer in terms of teaching and learning 
against clear short and long-term indicators (Otto et al., 2006). Regular 
reviews may certainly improve the culture of learning and the accountability 
of staff.  
 
Thirdly, staff development is widely recognised as one of the most critical 
elements to successful curriculum reform (Bland et al., 2000; Murray & 
Savin-Baden, 2000). The new roles expected of medical lecturers in PBL are 
numerous and include not only their medical expertise, but also competence 
as assessors, curriculum evaluators, learning facilitators and course 
organisers (Harden & Crosby, 2000). Having acknowledged a need for 
medical lecturers to be educationally qualified, the School should have 
incorporated a policy for doctors to become skilled educators, a requirement 
which is increasingly being recommended by accrediting bodies (GMC, 1999, 
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HPCSA, 2004). In addition, if the School viewed its lecturers as an important 
asset, leaders would have allocated more resources (time, money and effort) 
to the professional development of the staff. This type of investment is 
especially important if they were to become effective and compassionate 
lecturers tasked with “the training and education of quality medical 
practitioners to improve health care delivery in the future” (World Health 
Organisation, 1988). To increase the status and practice of teaching, the 
School could have collaborated with the Department of Education to offer 
flexible training options for doctors wishing to improve their educational 
qualifications. It should also have offered career paths for those wishing to 
pursue teaching as a profession as this could have led to an improved 
understanding of educational principles and practices of staff.  
 
The change to PBL, therefore, requires the incorporation of an active staff 
development programme to complement curriculum reform. Evidence 
suggests that resource-poor institutions can achieve real savings by 
retraining their academic members of staff in the various roles expected of 
medical lecturers in PBL (Wingard et al., 2004). With the requirements of 
graduates to perform and operate both independently and in a self-directed 
manner, as the ultimate aim of education and C2001, students will have to 
demonstrate mastery in skills such as analysis, problem-solving and critical 
questioning (Reynolds, 1997). They may also have to be assessed on these 
reasoning and thinking skills rather than through tools that allow for the 
selection of options from a multiple choice question list. Since lecturers need 
assistance as assessors, they will have to be mentored and trained by 
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discipline leaders or staff developers in these competencies. It is, however, 
imperative that lecturers become proficient in the use of assessor skills if they 
are to be effective role models for the learners. 
 
A suitable staff development programme would thus go a long way to create 
a conscious awareness of the educational theories, assumptions and values 
that lecturers need for daily practice. Strategies such as workshops and 
seminars could also be used to enable members of the various committees 
to come to a shared and common understanding of values and expectations 
in terms of the teaching paradigm. A structured, institutionally focused series 
of workshops could also greatly promote reflection on teaching practice, and 
identify lecturers in need of training, mentoring or refresher programmes. A 
comprehensive programme would also have the potential to change the 
learning culture at the School and support lecturers towards transforming 
their consciousness (Grundy, 1987). 
  
As mentioned earlier, more visible commitment from faculty and 
departmental leaders would ensure open and frank discussion on strategies 
to address problems anticipated by stakeholders. Collaboration between top-
down and bottom-up strategies could also have created an enabling learning 
environment and improved collaboration within the organisation (Fullan, 
1993). Resulting from a collaborative culture, limiting factors would then 
merely be viewed as solvable challenges to stakeholders. If stakeholders 
view challenges differently, then they would also be more eager to contribute 
their creative energies to finding successful solutions to implementation and 
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teething problems. Functions such as the coordination of assessment and 
Theme Head duties required educators to dedicate additional time from their 
busy schedules. The faculty that rewards teaching appropriately, such as an 
incentive that contributes towards conference fees, would surely have been 
welcomed by many during the initial and most challenging stages of the 
reform. A policy to reward and recognise staff for teaching contributions 
(including assessment) was, however, not immediately considered at the 
NRMSM and nearly derailed the implementation of C2001 in its entirety 
(McLean & van Wyk, 2006). It is, however, essential for an institution that 
expects its teaching staff to transform their thinking, attitudes and behaviour 
to play a more active role in supporting and developing these competencies 
(van Wyk et al., 2007).  
 
Fourthly, adult-learning principles require a willingness from lecturers to 
accept new and often unfamiliar educational roles. Many lecturers, however, 
lacked exposure to formal educational literature and appropriate experiences 
and needed institutional support to meet these expectations. In this context, 
this study agrees with Hargreaves (1997) that teaching involves giving of 
oneself in an emotional experience of caring and forming relationships with 
students. This function was unfamiliar to staff. The practice of assigning a 
mentor to support lecturers emotionally (Hargreaves, 1997) would have 
provided guidance and support when they tried innovative strategies for 
unforeseen challenges.  
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For such a programme to be successful, policies would need to be in place to 
mandate each teacher to become familiar with the instructional philosophy. 
At a practicable level, lecturers would need to be assigned to knowledgeable 
or confident co-mentors or discipline experts in an environment that 
encourages inter professional sharing. The co-mentoring model would have 
promoted an equal sharing of ideas and aided the formation of a strong 
professional network. Educationalists could help to monitor and sustain such 
educational initiatives through professional interactions and training videos of 
critical incidences that sustain a culture of learning amongst members the 
staff.  
 
Fifthly, this study and others have shown that students start their higher 
education experiences with varied ability in knowledge, self-directedness and 
transferable skills. It is thus necessary to identify their deficiencies accurately 
to provide appropriate academic, financial, psychological or emotional 
support. A practice to assess students’ knowledge and skills upon admission 
would have helped to identify the nature, scope and depth of assistance that 
students require for success on the course. The faculty has started, although 
in a limited capacity, to assess the communication (English and isiZulu) and 
computer literacy skills of first-year students and to provide formal assistance 
and hands-on experience to students during patient encounters and hospital 
visits. Students’ transferable skills, knowledge and self-directedness upon 
entry to C2001 have, however, not been measured consistently. It would also 
help to evaluate students’ knowledge and skills upon entry and at critical 
points in subsequent years to support teaching and learning at the NRMSM. 
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It would help students in becoming more effective at self-assessment, and 
feedback to staff could inform improvements of the curriculum and the 
student academic support programme. Such a policy is certainly necessary 
considering that these are stated outcomes of C2001.  
 
PBL aims to improve the quality of the adult learning experience and to 
maximise the learning environment. Student-centred philosophies, while 
recognising the value of knowledge as the foundation for medicine, are 
primarily concerned with processes to verify that students can apply the 
knowledge appropriately (Friedman Ben-David, 2000).  
 
7.5 IMPLICATIONS FOR RESEARCH 
Changing a curriculum is a complex and multi-faceted organisational 
undertaking. While this study essentially set out to investigate the alignment 
between the goals of the assessment strategy that was to further the aims of 
C2001, it also highlighted how the structural and personal orientation of 
lecturers played a major role in the way the innovation was perceived. It was 
not possible to explore all the dimensions and factors that influenced the 
failure of the C2001 generally and the PE in particular.  
 
Considering the worldwide trend towards global requirements for doctors to 
be trained lecturers, there are a number of key questions that I would have 
liked to explore in greater detail and that would make for worthwhile research 
enquiries later.  First, given the complexity and diversity of the students in the 
programme, one would want to understand the impact of secondary 
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schooling on learning in medical education and particularly in the context of 
PBL. Such a study could address the question: To what extent and in what 
ways does secondary education, and in particular, secondary school context 
influence students’ performance in medical education?  
 
Second, consider the lack of training in assessment in the context of PBL, 
justifies a study that examines staffs understandings of the links among 
teaching, learning and assessing. In a context such as that prevailing at the 
NRMSM, whether staff development activities would contribute to successful 
intervention and alter the beliefs and practices of staff towards more 
supportive practices such as mentoring and student feedback, also warrants 
further exploration.  
 
Third, the ways in which medical educators, who trained in traditional 
curricula, understand, accept and embrace their role as facilitators of learning 
and assessors in PBL contexts needs further research. In particular, it would 
be informative to explore the nature and scope of the support required by 
staff to effectively teach in PBL curricular contexts.   
 
7.6 SIGNIFICANCE OF THE STUDY  
On the basis of the research evidence presented in this thesis, particularly 
the reform and implementation processes and experiences of the 
stakeholders at the NRMSM, I present five concluding arguments or 
explanations for why the PE is not a suitable assessment tool in a PBL 
context (e.g., C2001). The first explanation is evidenced from the fact that, 
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while staff at the school demonstrated a good understanding of the principles 
of the PE in the context of C2001, they failed to accept and embrace their 
new roles within C2001, and the fact that the majority of them did not 
demonstrate. To illustrate, the reluctance and/or failure of staff to provide 
continuous and developmental feedback to students about students’ learning 
suggests that staff understandings did not include transformative conceptions 
of teaching and learning.  Literature reviewed in this thesis (Savin-Baden &, 
Major, 2004) suggests that lecturers who engage in transformative practices 
must display a willingness to guide learning by posing thoughtful questions. 
Informed by Bland and colleagues’ (2000) notion of the effect of internal 
networking on the operations of an organization, this thesis posits that staff’s 
interactions with learners and peers could offer multiple perspectives to an 
issue or problem, and this in turn, could contribute to improved 
understandings and deep learning in the classroom (Mezirow, 1981). Within 
such a social setting, both teacher and student would be led through the 
process of reflective practice to question their assumptions, beliefs and 
values but this did not occur at the School. Thus, the failure of staff to 
understand this conception of teaching and learning, and their role therein, 
contributed to the failure of the PE at the NRMSM.  
 
Secondly, findings from this study suggest that the lack of effective, visible 
and stable leadership negatively impacted on the success of the PE at the 
school. For example, stakeholders’ views were that the Dean did not support 
C2001 and that he also did not provide sufficient resources for its successful 
and sustained implementation. In Mennin and Krackov’s (1998) view, 
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effective and strong leadership is essential for successful and sustained 
reform. As indicated in Chapter 3, Deans and Deputy Deans at the NRMSM 
seldom served the full 5-year term of office. The unplanned resignations and 
suspensions caused further anxiety in the already unstable organisational 
environment. The instability in leadership, coupled with the increasingly 
politically-aware student population (especially since 1994) greatly affected 
the quality of relationships between staff and students and impacted on the 
mediation and conflict management skills required from faculty leadership. As 
established from previous studies, the Dean of a Medical School remains the 
leader most suited and influential to bringing about a change in the 
organisational culture and to work towards sustaining reform (Cohen et al., 
1994; Mennin & Krackov, 1998). This can, however, only happen if the Dean 
is fully aware of the faculty’s priorities and supportive of the outcomes of the 
reform. S/he has to stay informed of appropriate educational developments 
and ensure that he support the principles that enables the organisation to 
grow. S/he should also delegate appropriate power to those competent and 
able to positively affect the reform (Fullan, 1999). An effective leader should 
also allocate appropriate and adequate resources, incorporate appropriate 
rewards, and provide assertive and proactive governance and possess the 
ability to coerce professional expertise (Bland et al., 2000).   
 
The mandatory retirement age of 60 of critical change agents also influenced 
staff instability/mobility. To illustrate, the Director, who had been tasked with 
the implementation of C2001, resigned before seeing it through, and with no 
plans for succession, it was difficult to effectively fill the gap It is thus 
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imperative for schools to align leadership and appropriate resources – both 
human and physical – to allow implementation and evaluation of the 
outcomes of the reform.  
 
Thirdly, curriculum development activities during the planning of C2001 at the 
NRMSM did not include assessment: How students’ problem-based learning 
was to be assessed. This is contrary to advice recommending that 
assessment is fundamental in curriculum reform (Cowan and Harding, 1986; 
Fowell et al., 1999) and integral to curriculum design (Broadfoot, 1999; 
Gipps, 1999; Driesen, 2000; Schuwirth, 2006). Workshops and skills 
development had also not been planned for in the pilot programmes and no 
training was offered prior to the implementation of the PE. Staff’s flawed 
understandings of the PE within PBL became obvious in the adaptations and 
modifications made to the tool, and the skewed ideas of feedback, which saw 
a major disregard for the formative aspect and purpose of the PE. Findings 
from this study have highlighted the importance of viewing assessment as a 
pivotal aspect of teaching and learning and the value of integrating 
assessment and curriculum reform throughout all the iterative phases of 
planning, implementation, evaluation and review. 
 
Fourthly, in spite of a strong, collective theory of education that informed the 
initial desire for curriculum reform and for the introduction of PBL at the 
NRMSM, evidence suggests that multiple and complex forces, both internal 
and external to the School, impaired the successful implementation of the 
PE. While many factors influenced the changes to the PE, some of these 
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were beyond the control of the local curriculum and faculty developers. 
These unforeseen factors, such as the semesterisation and the Department 
of Education and Department of Health’s transformation processes, however, 
had serious repercussions for the potential formative use of the PE. To 
address this, active and broad-based participation between stakeholders was 
needed to secure agreements for much clearer and detailed plans of action 
that sustained efforts at reform (Gale and Grant, 1997). In relation to Fullan’s 
(1991) theory of change, the change to the PE can thus best be regarded as 
superficial and unsustainable (Fullan 1991; Fullan, 2001). The aims remained 
restricted to a few policy documents (Fullan, 1999, 2001; McRel, 2000), while 
the daily practices of teaching, learning and assessment showed little 
improved practice. This is contrary to the deep and self-directed learning that 
students were meant to have achieved. In addition, the passion for learning 
that the PE brought did not motivate staff to engage in individual or 
interdisciplinary collaboration.  
 
Finally, in explaining the findings, I argue that medical educators at the 
juncture of curriculum reform needed extensive institutional support and 
professional development to come to terms with the uncertainties of the 
reform. This thesis posits that staff will only develop a sense of moral and 
professional obligation to change their practices once they reflect on and 
confront their own beliefs and commit to amend these to benefit the student. 
The institution did not prepare or develop its lecturers to embrace principles 
of lifelong learning or to become facilitators of learning. Staff then failed to 
provide a trusting environment for learning and failed to support learners in 
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becoming independent and self-directed in their learning. Plans for the reform 
should therefore have included more concrete strategies and action plans 
and sufficient detail of the processes to follow to ensure systemic, faculty-
wide buy-in by stakeholders. Furthermore, as the literature suggests and as 
evidence from the study illustrates, an institution faced with reform should 
therefore provide support, visible leadership and incentives to its staff to 
challenge the underlying beliefs that govern their educational decisions.   
 
The main significance of this study lies in the methodology. This study used a 
qualitative research approach to investigate assessment in medical 
education, a field that has for too long been dominated by a quantitative 
research tradition. Studies of the PE in particular, had been conducted in 
First World countries using research strategies dominated by a strong 
quantitative, psychometric tradition. In this qualitative study, the PE became 
the vehicle for a broader, more comprehensive examination into issues of 
alignment between assessment and learning in a PBL curriculum. The 
qualitative approach provided a much fuller description of the context and 
peculiarities of the setting.  
 
Thus, this qualitative study has provided greater insight into the situational 
context and stakeholders’ responses to the factors (both internal and external 
to the immediate setting) that coincided with the reform. The study provided 
the contextual reality of why progressive curriculum reform fails in resource-
impoverished settings. I demonstrated that progressive curricular reform 
aimed at greater learner autonomy and improved learning behaviour can 
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potentially fail if lecturers do not support these student-centred philosophies. 
This stems from medical lecturers’ lack of educational orientation and 
training, which may have contributed to their resistance to change. In 
contrast to existing views that an overly detailed and prescriptive curriculum 
limits lecturers’ decision-making and participation, findings from this study 
suggest, on the one hand, a need for a greater consultative approach, and 
on the other, agreement to detailed plans for medical lecturers to commit to a 
strategy of reform (Gale and Grant, 1999; Bland et al., 2000). This case study 
has also offered a deeper understanding into the complexity of factors (e.g. 
human and financial resource constraints) specific to developing countries 
and diverse and varied prior educational and cultural learning experiences of 
students that present major challenges to reform. The study also presents 
practical and policy implications for researchers in similar conditions to 
address some of these challenges. 
 
Finally, the study documented the adaptations to the PE in relation to C2001 
and its effects on students’ learning. It might thus offer a useful learning 
experience for other schools with similar constraints and contexts. For 
example, previous studies of the PE had assumed relatively similar, prior 
educational preparedness of tertiary students. Issues of student diversity 
have, however, become more pronounced in the post-apartheid South 
African education arena. With our research site greatly mirroring the 
challenges confronting tertiary institutions in the larger South African society, 
insights from this study highlight the degree to which higher education 
institutions should prepare and provide culturally sensitive staff, develop 
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appropriate curricula and provide academic support to contribute to the 
creation of a more just and equitable society. The lessons learnt might also 
be of global interest, considering the rising numbers of political refugees and 
international students who now contribute to global diversity, where these 
issues may challenge conventional educational systems, curricula and the 
beliefs of the teaching staff. This case thus heeds change managers to 
consider wider political and societal factors when planning and implementing 
reforms.  In the South African setting, the heightened politicized student body 
and efforts at democratizing the higher education sector might have added to 
the demise of the learning culture. It possibly also caused curriculum and 
assessment to be viewed as political topics to be controlled by either 
students or staff.  
  
7.7 CONCLUSION 
The main research question that this study addressed was: whether or not 
the PE was a suitable assessment tool to assess students’ cognitive 
knowledge in the PBL context of C2001. Findings from this study suggest 
that the essentially formative nature and purpose of the PE had not been 
explored. It also became clear that the fate of the tool became a secondary 
issue to constant and complex change as experienced by stakeholders in the 
setting. Thus, the findings have significant implications for how change is 
managed in view of external political decisions on the life of the organization 
(the school).  
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The study also illustrates how the outside social context influences conditions 
in an organization such as the NRMSM in ways that significantly determine 
the fate of an educational innovation such as the adoption of PBL and the 
PE.  For example, the volatile political context of the country at the time of the 
introduction of PBL (2001) as well as the highly politicised student body 
coinciding with the introduction of an essentially foreign educational 
innovation presented huge challenges for the implementation process.  
 
 From these unforeseen developments I draw a few lessons to be heeded by 
potential innovators. Informed by Rogers’ (1983) theory of the diffusion of 
innovation, foremost would be the need to engage and educate members of 
staff from as early as possible about all aspects of the proposed change. 
Early debate would be useful as it would encourage a climate where staff can 
negotiate meaning, agree and support each other especially when they are 
expected to transform their thinking in response to complex and controversial 
change.  
 
Second, staff in the organization (school) need to agree on a suitable 
development programme with activities to create, advance and sustain 
awareness of progressive innovative educational ideas. Decisions should be 
made on how such a programme could be used in a coherent way to educate 
all lecturers and when and how to frame the policies and practices for 
successful implementation. 
 
 278  
Faculty leaders (management) are expected to lead by example through 
thoughtful plans and appropriate resourcing of the innovation. To create an 
enabling organisational climate, they need to reward and support appropriate 
professional behaviour. A proper change management plan would need to be 
devised to ensure that leaders become strategically placed to advance the 
understanding of the change, to ensure that cordial relationships become 
established and to further a supportive system. These factors are important 
to achieve and maintain the delicate internal consistency needed between 
the educational philosophy, design and the curriculum in action (Zizimat & 
Miflin, 2003). The roles, responsibilities and degree of interaction required 
between lecturers and learners should be communicated and initially even 
monitored to identify and address non-compliant behaviour.  
 
While I acknowledge that innovations and ideas that worked elsewhere may 
not be appropriate for implementation in all contexts, this thesis posits that in 
the case of PBL, it is important to debate and decide on the educational 
principles that would be suitable to strive for in a student centered curriculum. 
Evaluations of the impact of educational impact of these innovations should 
also be conducted to inform ongoing review. 
 
Lastly, the cultural sensitivities at the NRMSM have tended to complicate the 
implementation of PBL and PE since their inception. First, while C2001 
aimed to promote social values and cultural tolerance, it was implemented 
against the backdrop of a setting where staff and students were continually 
confronted with issues such as the student quotas, which restrict entry on the 
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basis of race. These practices might be better understood if explained in the 
context of the School’s mission to provide mainly black physicians to serve 
the underserved population of KwaZulu-Natal.  
 
Second, a significant number of students came from schools which did not 
adequately prepare them for study at university, partly due to their different 
cultural, language or religious settings. This may impact on how differences 
of opinion are perceived and settled. Issues such as shy or non- participative 
behaviour highlighted in the tutorial process may thus stem from difficulty by 
students to express themselves in a secondary language while others have 
also noted that assertive responses and direct eye-contact with elders could 
be perceived as culturally inappropriate in some settings. It may thus be 
necessary to appoint cultural monitors to a setting such as ours or train staff 
and students in skills that foster tolerance and acceptance of different 
cultures.  It may also be that the awareness raised with regard to cultural 
diversity during the brief orientation programme, may be insufficient to have a 
lasting effect. This is probable because the orientation period is often 
perceived to be of lesser educational importance by students. These 
perceptions will, however, need to be evaluated.  
 
As discussed in Chapters 1 and 5, there were several limitations to the study.  
Key amongst these was my dual role as a researcher in my own backyard. 
As a participant observer in the setting I often struggled to manage the 
multiple roles that accompanied my functioning. The multiple methods of data 
collection I used, however, helped to ease this complexity. Another factor 
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related to the tedious process of sifting through and making sense of the 
incredible amount of rich, qualitative data that I collected during the six years 
of the study.  
 
This study was, however, critical in sharpening my skills as a reflective 
practitioner. Although my research focused on a particular context of the 
Nelson R. Mandela School of Medicine in Durban, I believe it offers some 
broad lessons in the context of global medical education reform. Finally, in 
the context of the current review of the approach to education and training of 
medical students in South Africa, it is even more imperative to align our 
assessment and curricular goals.  
 
My journey as the daughter of a teacher exposed me to the administrative 
realities of the profession from an early age. After graduating as a science 
educator from the University of the Western Cape, I embarked upon a career 
of Science education but soon realised my calling for educating adults. It was 
only after my appointment to the NRMSM that I started really reflecting on 
best practices and strategies to bring about lasting change.  
 
Through this study I became aware of the complexities and unique diversity 
of the School and the medical training sector and the professional and moral 
codes that sway daily practices. Being a participant researcher in this 
uniquely diverse setting has also led to me being better prepared, capable 
and confident to undertake independent research in the educational 
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landscape. Resulting from being ‘embedded’ in the setting, I was especially 
challenged and humbled at trying to portray the rich descriptions of the case.  
 
As I am contemplating this conclusion, some members of staff have already 
embarked on another cycle of curriculum review. The feasibility of PBL and 
how to “Africanise” the instructional methodology to suit Third World needs 
and budgetary constraints remain at the forefront of the debate. I also know 
that the predicament of my School is not a unique phenomenon and that 
medical educators especially those on the African continent are facing similar 
challenges. Although it would not be possible to import and apply lessons 
from this case in a ‘lock, stock and barrel’ fashion, this study has tried to 
elucidate the factors that affect curriculum reform in developing countries. I 
am thankful for the enriching interactions and lived experiences that I shared 
with students and colleagues during this journey.  
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